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SUBACUTE NEPHRITIS TREATED BY DECAPSULATION. 


Remarks 


ON 
{[REATMENT OF SUBACUTE NEPHRITIS 
BY KIDNEY DECAPSULATION. 


WITH AN ACCOUNT OF FouR CASES OF NEPHRITIS IN WHICH 
DECAPSULATION WAS UNDERTAKEN.* 
BY 


Siz THOMAS HORDER, M.D., F.R.C.P. 


Historical. 


Durine the decade 1896-1906 a good deal of experimental - 


surgery was undertaken in connexion with certain inflam- 
matory conditions of the kidney which had not formerly 
been considered amenable to such meéhods, -Some of these 
experimental efforts were undertaken in regard to cases 
of disease which proved; either at the time of operation 
or afterwards, to be nephritis. Such experience led. the 
surgeons concerned to more deliberate attempts in this 
direction in cases of undoubted nephritis, using that term 
in its strict medical sense. In this way there arose what 
came to be known as “the operative treatment of acute 
and chronic Bright's disease.” The treatment was at first 
associated with the names of Harrison, Edebohls, Israel, 
and Pousson. To these pioneers were added later the 
names of Primrose, Guitéras, and Hauchet, and the record 
of cases was further supplemented by Boyd, Tyson, 
Lyman, Harris and Clayton-Greene, and others. 

The technique adopted was variable. The earliest 
method was a simple puncture; later a simple incision 
was made: both of these methods were used in cases of 
acute inflammation, either when the kidney was con- 
sidered to be in a state of tension within its capsule—as, 
indeed, it was sometimes found to be—or when the patient 
was anuric. Still later, the capsule was not only incised, 
but more or less of it was stripped from the kidney. In 
the earlier procedures the kidney wound was allowed to 
ooze “blood and urine” through a drainage tube for 
several days; in the later operations the kidney was 
returned to its bed after the capsule had been stripped, 
and the wound was sutured forthwith. In the earlier 
cases, again, one kidney only was dealt with, or at first one, 
and then, if it seemed desirable, the other kidney was 
similarly treated some days afterwards; in the later 
instances both kidneys were subjected to decapsulation at 
one and the same operation. 

The work of the surgeons just named was at its height 
about the years 1900-1902. In reviewing the whole posi- 
tion as it then stood! I pointed out that no very clear 
light could be thrown upon this important question until 
authors were careful to state fully the exact nature of the 
cases dealt with so far as this could be done by full clinical 
and pathological examinations. For if.all renal lesions, 
unilateral or bilateral, local or general, were termed 


“nephritis,” or, still worse, “ Bright’s disease,” we could 


never hope to say, from reading the reports, which cases 
were suitable for surgical treatment and which were not. 
Only confusion could result, for example, from the publica- 
tion of such papers as that of Edebohls, with the title 
“The cure of chronic Bright’s disease by operation,” yet 
containing records of cases where the evidence of nephritis 
was of the scantiest. . 

The cases of kidney inflammation, kidney pain, and 
kidney haemorrhage up till this time deali with by 
surgeons fell into three classes: ; : 

(1) Purely local, and for the most part unilateral, affections, 
such as calculus, pyelitis, pyonephrosis, etc. pated 

(2) A mixed group, including the cases classed as nephralgia, 
renal haemophilia,”’ etc. 

(3) True nephritis or Bright’s disease—that is to say, inflam- 
mation of the kidneys which was acute or chronic, but always 
bilateral and general. 


Now the surgery of class (1) was already successful in 
the highest degree; and with regard to class (2), since 
Tiffany, in 1885, first incised the kidney capsule in a case 
of nephralgia, many surgeons had demonstrated the use- 
fulness of the operation in similar cases, if only because 
it afforded a means of exploration for stone, etc. And 
Senator, who criticized Israel’s work on the surgery of 


* A paper read before the Urological Section of the Royal Society of 
Medicine, October 28th, 1920. 
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“nephritis” so severely, was himself the firs¢ to cure a 
case of “ renal haemophilia” by nephrectomy. It was the 
cases in class (3) for which the claims of surgery still 
lacked demonstration, and it was essential that they should 
be kept separate from other conditions which-had come to 
carry well-recognized surgical indications. 

From about this time (1902) onward more exact know- 
ledge concerning operative treatment in cases of nephritis 
seems to have arrived very slowly. This tardiness wag 
due to two things: the too rash advocacy of the procedure 
by certain of its friends, and the absence of collaboration 
between surgeon and physician, whereby some definite in- 
dications for the procedure might be arrived at. A certain 
amount of desultory work of the same kind went on, but, 
since there was no clear lead as to which clinical type or 
types were best suited to the methods of decapsulation, it 
is probable that many good opportunities for exploiting 
the operation have been overlooked ‘and lives in 
consequence. 


Tue Present CasEs. 

Of the four cases of decapsulation forming the basis of 
the present paper the first was undertaken in 1914, and 
tlie last in 1919. The first pair of cases were very similar 
in their clinical features, and were highly successful in 
their end-results. These two cases, together with a close 
study of certain individual cases similarly treated by 
Primrose, Edebohls, Boyd, and others, form -the material 
upon which a type case will be presented, which,! believe, 
gives more or less exact indications for the operation. The 
second pair of cases here recorded also presented very 
similar clinical features; they serve largely for purposes 
of comparison, because, though partially successful, I do 
not regard them as belonging to the type which primarily 
indicates the procedure. In all four of the cases both 
kidneys were decapsulated at the same operation, the 
capsules were completely stripped from the entire organs, 
were cut away, and were removed. The operation is quite 
simple in the hands of an expert surgeon, and complete 
decapsulation of both kidneys can generally be completed 
in about half an hour. 


CASE I. 

Jessie A., aged 30, a dressmaker, was admitted to St 
Bartholomew’s Hospital on April 6th, 1914. She gave a history 
of swelling of the legs and thighs, first noticed four months 
wbeidntasae and increasing gradually. She had been short of 

reath with effort and had vomited on two or three occasions. 
There was nothing in her past history throwing light upon the 
origin of the present illness. On examination the patient 
presented the picture of so-called parenchymatous nephritis. 
She was anaemic, her face was somewhat puffy, both lower 
limbs were very oedematous and the oedema involved the loins 
and lower abdominal parietes. The urine was diminished in 
amount, averaging 30 ounces in the twenty-four hours, pale, 
specific gravity 1015, and contained 0.25 per cent. of protein with 
granular and epithelial casts. The systolic blood pressure was 
120 mm. Hg, the radial artery was not thickened, and the 
heart was natural. The fundus oculi was also natural. 

As the result of the customary medical treatment—rest, diet, 


‘deprivation of salt, diaphoresis and aperients—the oedema 


diminished until there was slight pitting in the region of the 
lumbar spine only, the patient lost 17 1b. in weight, the albumin 


. dropped to 0.1 per cent. and the anaemia improved. She was 


discharged ‘‘ relieved ’? on May 29th, 1914. 

’ This patient was readmitted on February 27th, 1915, stating 
that she had remained fairly well and at work until early in 
January, when she noticed swelling of the face, neck, and 
abdomen, and a return-of the swelling in the lower limbs. Her 
urine had become very scanty. She had taken to her bed, but 
her condition had not improved. On examination she was 
found to be more anaemic and much more oedematous than at 
the time of her former. admission. There was considerable 
ascites: the abdomen measured 39 in. in circumference. The 
heart showed no abnormality except a ringing aortic second 
sound; the systolic blood pressure was 116 mm. Hg. The 
urine was reduced to an average of 20 0z. in the twenty-four 
hours, specific gravity 1020; protein excretion amounted to 
0.4 per cent.; casts were abundant. Vomiting occurred on 
several occasions. 

Despite energetic measures on the usual lines, there was no 
improvement in the general state, and no diuresis established, 
after a sojourn of six weeks in hospital. At the end of this 
period, therefore, I asked Sir D’Arcy Power’s assistance in the 
case, and on May 13th, 1915, he decapsulated both kidneys. 
There were a good many perinephric adhesions, more on the 
left than on the right side. The capsules were more adherent 
to the kidney substance than is normal, entailing a certain 
amount of splitting of these structures during their removal. 
Both kidneys were probably a little enlarged, slightly mottled, 
but certainly not pale. : 

The patient made an uninterrupted recovery from the o 
tion. provement in the urine excretion, in the yh. ma 
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and in the albuminuria began at once. At the end of the 
second week after the operation there was no oedema, and the 
urine excretion was normal; the albumin was less than 0.1 per 
cent. At the end of six weeks, when the patient was discharged 
(July 3rd, 1915), her colour was natural, she was quite free 
from oedema at any time, and the urine showed no trace of 
protein and no casts. Two months after her discharge she 
reported herself at hospital saying she was at work and in good 
health. The urine still contained a trace of albumin. I lost 
sight of this patient for five years. She then came to see me 
(January 16th, 1920) to ask if I thought she could get married 
and go to live in India. This gave me an opportunity of ex- 
amining her. I found no signs of disease, indeed she was in 
most excellent health, and had been so since she was last seen. 
Dr. Geoffrey Evans, to whom I sent a morning and an evening 
specimen of her urine, reported that both of these were quite 
free from protéin and other abnormalities, and were of good 
specific gravity. 


CasE II. 

Joyce L., aged 10 years, was seen in consultation with Dr. 
Hartigan on October 18th, 1914. Six weeks previously there 
had been slight sore-throat and pyrexia, passing off in a few 
days, to be followed four weeks later by a similar attack. 
About a week after this second sore-throat the child was found 
to have a puffy face, oedema of both legs, albuminuria, and 
pyrexia. This was her condition when first seen. She was 
treated on the customary lines of an acute nephritis, but the 
ay got worse, so that by the end of the second month of 
the illness the urine was scanty and loaded with protein, casts 
were abundant, and the dropsy was universal and very marked. 
The temperature was slightly raised throughout, and showed 
exacerbations which were accompanied by vomiting, headache, 
drowsiness, increase in the oedema and anuria. In some of 
these ‘crises’? the vomiting was very troublesome, making 
feeding difficult. In addition to the routine remedies, trial was 
, oh of an autogenous streptoccccus vaccine from cultures 

erived from the secretion taken from the tonsils. The condition 
gradually got worse, so that by the end of six months the child’s 
state was most unsatisfactory; the oedema was extreme and 
involved the-peritoneum, both pleural sacs, and the lungs. The 
ascites was relieved on two occasions by paracentesis. 

At the end of the seventh month I suggested decapsulation 
of the kidneys, and this was decided upon after further con- 
sultation with Sir William Osler and Sir D’Arcy Power. The 
one was undertaken by Sir D’Arcy Power on May 2lst, 

915, gas and bes being administered, with a little ether, by 
Mr. E. Boyle. The bilateral operation was completed in thirty- 
five minutes. A great deal of oedema fluid escaped from the 
lumbar incisions during the operation. The capsules of the 
kidneys were stripped without difficulty, exposing pale mottled 
organs of a large size in proportion to the patient’s age. The 
kidney substance was not under any apparent tension. The 
wounds healed well, and there were no untoward after-symptoms. 
Diuresis began almost at once, and the oedema rapidly 
diminished. 

The after-history in this case is interesting because the con- 
dition was complicated by the presence of the infected tonsils. 
Six months after the operation the patient was found to have 
a slight degree of oedema of the face and feet at times, and 
there was slight albuminuria, although the general state was 
greatly improved. There was at least one ‘‘flare-up,’’ with 
nausea, malaise, and slight increase of both oedema and 
albumin. This occurred fifteen months after the operation. 
But the decapsulation had clearly increased the renal adequacy, 
rendering this in large measure proof against the chronic infec- 
tion. Dr. Hartigan, however, considered this attack and some 
a lesser developments of the same sort to be in all 
probe ility associated with the septic tonsils, and he decided to 

ve these enucleated. This was done in June, 1918, three years 
after the decapsulation. The procedure seems to have com- 
pleted the girl’s recovery, for within a month of it the last trace 
of oedema disappeared and the urine became free from albumin. 


- Since this time she has remained quite well. A letter from her 


mother, dated October 26th, 1920, says: ‘‘ Joyce is quite well; 
she has grown a fine girl; does everything, plays hockey, 
lacrosse, dances; is really wonderful.” 


The next pair of casesof nephritis subjected to decapsula- 
tion contrast markedly with the last pair in that () the 
clinical type was different, and (2) improvement only was 
effected, not a “ clean” end-result achieved. 


CASE III. 

Captain R. C. L., aged 29, first seen on July 29th, 1919, in con- 
sultation with Dr. William Roche. His history was as follows: 
Ten months previously he had an attack which was labelled 
‘influenza’? by the medical officer. There was haematuria 
with the illness, frequent and painful micturition, headache, 
malaise, and nausea. After a week he was allowed up and 

ranted sick leave. He went to Harrogate, but, taken ill again, 

e saw a doctor who diagnosed his case as nephritis. He was 
transferred to a military hospital and placed under special 
treatment in a ward given up to nephritis cases. At this time 
he suffered from headaches, nausea, pains in the back, and 
puffiness of the eyes and face in the morning. He was under 
continuous treatment from the beginning of December, 1918, 
until April, 1919, when he was sent home on two months’ leave. 

On examination the patient was found to be free from oedema 
except of the eyes in the early morning. The urine output 


averages 30 to 40 ounces daily; it contains 0.2 per cent. of 
rotein, a fair number of red blood cells, a few leucocytes; a 
ew granular casts; specific gravity 1014. There was slight 


hypertrophy of the left ventricle as judged by some heaving of 
the impulse, and a booming first sound; the aortic second’. 


sound was accentuated ; the radial artery was easily felt; the 
blood pressure was 175-85mm. ‘I'he patient complained of being 
easily fatigued, of headaches and backache with slight exertion, 


nausea at times, and suffered from sudden starts as he was 


getting off to sleep. The fundus oculi was normal. 

In view of the prolonged expert treatment which this officer 
had received, and his unsatisfactory state, I advised him to 
submit to kidney decapsulation, and this was done by Sir 
D’Arcy Power on August 8th, 1919. The capsules of the kidneys 
were rather difficult to remove, splitting a good deal in the 
process. The surface of the organs was a little rough, and 
small fragments of the cortex came away during the process 
of decapsulation. A small piece of one of the kidneys was 
removed for microscopic examination. Dr. Geoffrey Evans 
aes undertook this for me and reported on the sectiong 
as follows: 


“The sections are of a small piece of the cortex of the 
right kidney fixed in for:moi-Miiiler, embedded in gelatin 
and cut frozen. The capsule had been previously stripped, 
and does not therefore uppear in the section. The inter- 
stitial tissue is markedly swollen with oedema, and in it are 
small scattered areas of small-cell infiltration. There ig 
some increase of fibrous Connective tissue. ‘The vessels are 
relatively normal, but in several afferent arterioles there ig 
a fatty obliterative endarteritis such as is typical of diffuse 
hyperplastic sclerosis (? ‘arterio-capillary fibrosis ’—T. H.), 
while the capillaries of the tufts show varying degrees 
of hyaline degeneration without fatty change. The most 
marked pathological change is a proliferation of the epi- 
thelial cells of Bowman’s capsule, in which both parietal 
and visceral layers are involved, leading to adhesion of the 
two layers in part of many glomeruli. All glomeruli are 
more or less affected; in those more damaged there is a 
———— fibrosis; a few have undergone atrophy and 

brosis. The tubular epithelium shows, in general, a 
certain degree of cloudy swelling and desquamation and 
local fatty degeneration. There is no vascular engorge- 
ment. The changes appear to be recent. The interstitial 
tissue shares in the inflammatory process.” 


_ Recovery was uninterrupted. The first week after the opera- 
tion showed considerable increase in the urine secretion, rising 
to 600z. on the fifth to eighth days, and the puffiness of the face 
disappeared. A month after the operation, however, there was 
practically no change in the characters of the urine, which still 
contained red blood cells, leucocytes, 0.15 per cent. albumin, 
and a few hyaline and granular casts. 

The patient wintered at Malaga, and a report of the uring 
from Dr. Gutierrez on January 17th, 1920, showed almost the 
same features as those just mentioned. When examined on 
June 7th, the blood pressure was 160-80 mm., the heart was les# 
irritable, but still gave evidence of slight hypertrophy, th« 
headache and night starts had gone, and the patient could walk 
five miles without being tired. The urine showed no change 
nor did it on September 9th, at which date the protein ratio o 
albumin to globulin was found by Dr. Mackenzie Wallis to be 
9to1; red and white blood cells were still present, and a few 
granular and hyaline casts. 


CASE Iv. 

George S., aged 18 years, was first seen on February 15th, 
1918, for Dr. Vickery. He was suffering from headaches, back- 
ache, inability to undergo any exertion, and anorexia. There 
had been slight oedema of the face in the early morning before 
the present examination, but this symptom had passed off. 
The patient had been discovered to be albuminuric some 
eighteen months previously. The urine now yielded the fol- 
lowing characters: Amount in twenty-four hours, 32 ounces; 
pale yellow, clear, no naked-eye deposit, specific gravity 1020, 
acid, albumin 0.35 per cent. ; centrifugalized deposit shows red 
blood cells absent, leucocytes in large numbers; hyaline, 
epithelial, and granular casts in large numbers. ‘The radial 
artery was palpable; the systolic blood pressure was 145 mm.; the 
left ventricle gave evidence of slight hypertrophy; the fundus 
oculi was normal. This patient had received very efficient 
treatment before I saw him, and it was thought advisable to 
try the effect upon his rena! function of bilateral decapsulation, 
This was done on March 4th, 1918, by Sir D’Arcy Power. . 

The operation and convalescence were uneventful. As oedema 
was not present before operation in this case, there was no 
noticeable change to record in the patient’s appearance. But 
the records of the urine in respect of its abnormal featureg 
immediately subsequent to the decapsulation are of interest 
(see table). 

Subsequent urine examinations always showed the presence 
of albumin and an occasional hyaline cast; but the albumin 
never reached more than 0.12 per cent., and this was after a lon 
railway journey. (The patient was over six feet in height, an 
‘‘ postural” effects were often to be observed in connexion with 
the albuminuria.) So far as the symptoms were concerned, 
there has been a very slow general improvement; the head- 
aches have been less severe and less frequent, allowing of 
brain work, which was formerly impossible. he arterial hyper- 
tension fell to 120 mm.; the slight cardiac hypertrophy remained. 
Writing as recently as October 24th, 1920, this boy’s father 
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Records of Urine, showing Abnormal Features immediately 
subsequent to Decapsulation. 


Days | amount) Amount 
efter | Leucocytes. Casts, 
— Urine. | Albumin. 
ion. 
Oz. Per cent. 
i 36 0.45 Numerous} Numerous | Fair number. 
2 56 0.25 Afew Numerous | Fair number. 
3 58 0.2 Very few | Fair number | Fair number. 
9 60 0.25 None A few Fair number. 
12 60 0.18 None Afew A few. 
17 48 0.12 None Scanty A few, bynline 
only. 
19 50 0.075 None Scanty Afew, Saanine 
only. 


says, ‘‘ Generally speaking, I should describe him as still very 
slowly improving; his sick headaches are not so numerous as 
a year ago, and are generally milder when they come.” 


GENERAL REMARKS. 

Ido not propose to go fully into the theoretical aspects 
of this subject. I think it better that actual experience of 
the procedure should be regarded as the main part of this 
communication. It would, of course, be absurdly unwise 
to dogmatize upon so little material. But consideration of 
these four cases, together with careful analysis of all the 
available records, lead me to the conclusion that there is a 
clinical type of nephritis in which—when thorough general 
measures have proved unavailing, and a reasonable time 
element, during which it is known that resolution not in- 
frequently occurs, has passed—decapsulation becomes a 
definite indication and promises satisfactory results. This 
type is, I think, not inappropriately termed subacute 
nephritis, and is characterized by extensive and con- 
siderable oedema, massive albuminuria with cagts in the 
urine, toxic symptoms of the chronic uraemic kind, and an 
absence, or the presence in only slight degree, of- cardio- 
vascular changes. (By cardio-vascular changes I mean 
arterio-capillary fibrosis, hypertrophy of the left ventricle, 
arterial hypertension and retinal degeneration.) This was 
the state of things in both of my cases that resolved 
completely after the operation. In the two cases in which 
some improvement followed the procedure, but no cure, 
definite evidence of cardio-vascular changes was present, 
and the type of disease suggested a general involvement 
of the arterial system rather than a local inflammatory 
process in the kidney. 

This consideration confirms the general idea that sub- 
acute nephritis is a different disease altogether from 
generalized arterio-capillary fibrosis, as a part of which 
process the kiduey vessels suffer early, and the kidney 

‘substance suffers secondarily to the disease in the vessels. 

In subacute nephritis the causative agent may be regarded 
_ as either past and over, or, if still present, it may be re- 
garded as producing its effects primarily upon the kidney 
parenchyma; in chronic interstitial nephritis, granular 
kidney, and (or) the arterio-sclerotic kidney the causative 
~ agent may be regarded as operating chiefly upon the whole 
arterio-capillary system, including the kidney glomeruli. 

I have referred to the fact that analysis of the recorded 
cases of decapsulation confirms my own experience that it 
is these cases of subacute nephritis which are specially 
adapted to this form of treatment. 

Dr. Francis Boyd has quite recently (Association of Physi- 
ciavs’ Meeting, Manchester, 1920) reported such a case—a man 
aged 41, in whom dropsy was extreme, necessitating several 
tappings of the abdonien and the legs; albumin was present 
to the extent of 32 grains to the ounce, with dyspnoea and 
severe headaches. After five months’ treatment, with gradual 
decline, the kidneys were decapsulated. Diuresis began at 
once, and progress was rapid. Three years later the patient 
was reported to be at work and well, although the urine was 
still albuminous. In this case the systolic blood pressure was 
not higher than 130mm. Hg. In @ second case reported by the 
same author, similar clinical features were present: the blood 
pressures were even lower (systolic 79, diastolic 55) ; acute uraemic 
symptoms appeared in this case and the kidneys were stripped 
during this serious phase. Five months after the operation this 
patient was said to be in apparent good health, although a trace 
of albumin was present in the urine. 

I am not here saying that decapsulation does no good in 
cases of arterin-sclerosis with kidney involyement—several 


o 


scattered cases in the literature, and my second pai 
cases, prove that it does do good—I want to ph Pl 
the opinion that the type of ‘case most suited to the treat- 
most to its adoption, is not this 
ype. For cases of advance nular ki : 
fident that, from a study of 
ne other clinical type of nephritis requi i 

mention, and that is acute I 
perience of decapsulation in this disease It is probable 
that the earliest of all recorded cases—namely, those of 
Harrison—were cases of this kind, though not recognized 
as such prior to the operation. It is certain that not 
a few of Edebohils’s cases were suffering from acute 
nephritis. The occurrence of haematuria seems to have 
stimulated the surgical instinct. It is highly probable 
that the kidney puncture or incision undertaken by these 
pioneers did good. The doubtful point is whether the 
procedure was necessary in order to secure the result. 


This consideration does not make it illogical that 


puncture or incision of acutely inflamed kidneys is, in my 
opinion, quite justified whenever anuria and uraemia 
persist despite energetic general measures. 

Concerning the mechanism by which the results of 
decapsulation are brought about [ have little or nothing 
to say of actual fact. It is generally thought that 
depriving a kidney of its capsule, and thus bringing the 
cortex into close contact with the perinephric tissues, 
leads to the formation of new vessels which anastomose 
with those of the kidney itself, thus providing for the 
removal of inflammatory exudates and assisting in re- 
establishing renal function. And, although the results of 
experimental work by various investigators have been at 
variance on this point, this process of formation of new 
vessels may, I think, be regarded as actually taking place. 
In 1905 Boyd and Beattie* reported the results of a post- 
mortem examination on a case of decapsulation, and 
demonstrated these new and anastomosing vessels in sitw 
four months after the operation had been undertaken. 
But we are faced with a difficulty: The good effects of 
decapsulation are immediate, whereas this new system of 
vessels must necessarily take time to form. Are these 
rapid effects due to the relief of tension? This can 
scarcely be so, seeing that—apart from the cases of acute 
nephritis, which are in a different class—little or no 
actual tension is seen to be present at the time of the 
operation. The question must remain for the time 
unanswered—unless it be an answer to say that the 
mechanism of production of the diuresis and disap- 
pearance of oedema and of symptoms generally is of the 
same kind as in the process of “wet cupping.” For the 
process of decapsulation does amount to a very direct 
and very effective “wet cupping” of the kidney itself, 
and may therefore be not inappropriately compared 
with the indirect and too often ineffective “wet cup- 
ping” of the loin formerly in vogue in the treatment 
of nephritis. 

We know very little abont the exact relation which the 
perinephric tissue bears to the capsule of the kidney and 
to the kidney proper. We get glimpses at times of possible 
important bearings of this cellular tissue upon the organ 
embedded in it, and also of a converse relationship. But 
actual observations and experimental work are as yet 
very slight. Necropsies carefully undertaken in cases of 
chronic nephritis frequently reveal, even to the naked eye, 
varying degrees of perinephritis, and (though chiefly in 
arterio-sclerotic cases) new vessels of not inconsiderable 
size are seen entering the kidney capsule. Dr. Geoffrey 
Evans has drawn my attention to the work of Blandini,° 
which points to possible renal infection via afferent 
lymphatics passing up the peri-ureteral tissue from the 
bladder. Kenneth Walker‘ showed that an ascending 
infection was possible by this route, and he was at times 
able to demonstrate organisms in large numbers in the 
kidney capsule when he could not demonstrate them in the 
kidney substance. But remarks such as these are far too 
sketchy to pursue further. The whole subject calls for 
systematic study. Such a study may well be found to 
supply the answer to the question here asked as to the 


mechanism by which the good results of decapsulation 
are produced, 
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DISCUSSION ON 
SURGICAL TREATMENT OF CANCER OF THE 
P RECTUM. 


OPENING PAPERS, 
W. Ernest Mrzzgs, F.R.C.S., 
Surgeon, Cancer Hospital and Gordon Hospital for Diseases of 
the Rectum. 

(With Special Plate.) 
Tue operative treatment of cancer of the rectum is a 
subject in which I have been keenly interested during 
the past twenty years, during which period, from observing 
the end-results of various methods of operating, I have 
arrived at definite conclusions which I propose putting 
before you to-day. I also look forward to hearing the views 
to be expressed by those who will take part in the discus- 
sion; for just criticism and the faithful exposition of 
individual experience in the surgical treatment of cancer 
is our sole means of arriving at the truth. 

In 1910 I had the honour of reading a paper upon 
“'T he radical abdomino-perineal operation for cancer of the 
rectum” before this Surgical Section at the meeting held 
in London in that year. In that paper I condemned all 
operations carried out from the perineum alone as being 
totally inadequate for preventing recurrence, and advo- 
cated the adoption of the more radical method embraced 
by the abdomino-perineal operation. 

As a result of that communication a very important dis- 
cussion was held, at a meeting of the Royal Society of 
Medicine in 1911, upon the surgical treatment of cancer 
of the rectum. The opinions then expressed showed that, 
in London at all events, there were two distinct schools: 
the one strenuously advocating the perineal methods of 
excision and the other leaning towards the more com- 
prehensive operation. 

At that time the radical operation had not been in vogue 
for a sufficiently long time to enable reliable statistics to 
be obtained in regard to efficacy in preventing recurrence ; 
but now, after the lapse of ten years, we should be in a 

sition to decide the question definitely. Recent writings, 

owever, show a decided tendency to revert to the older 
methods, which I cannot help regarding as a retrograde 
step. 
ra operation undertaken for the cure of cancer, if it 
is to be effective, must be based upon pathological findings 
in regard to the spread of caucer to the surrounding tissues 
from the primary growth. If the fieid of operation does 
not embrace all the tissues which are pathologically known 
to be prone to invasion by cancer cells which have be- 
come detached from the primary focus, then the operation 
will be doomed to failure, because it will not prevent 
recurrence. 

The whole question, therefore, of the operative treat- 
ment of cancer of the rectum hinges upon the knowledge 
we have been able to obtain—first, of the manner in which 
cancer of the rectum spreads, and, secondly, of the paths 
along which that spread takes place. 


Tae SPREAD OF CANCER OF THE ReEcTUM. 

An adeno-carcinomatous tumour of the rectum, when 
observed in an early stage, is confined to the mucous 
membrane and the submucous tissue. The tumour is 
sessile and is readily movable upon the subjacent mus- 


cular coat of the bowel. It gradually increases in size 


and during the process of growth spreads in three distinct 
ways: 


(a) By direct extension through continuity of tissue. 
e Through the venous system. 
(c) By means of the lymphatic system. 


hin Direct Extension through Continuity of Tissue. 
hough at first freely movable upon the subjacent ~ 
muscular coat, the growth soon becomes adherent. The 
longer the tumour exists the larger it becomes, the in- 
crease in size taking place in all directions, though to a 
greater extent in the transverse than in the longitudinal 
axis of the bowel. Adherence first begins at the centre of 
the tumour—that is to say, at the oldest part, but, as the 
growth increases in size, owing to surface extension taking 
place more rapidly on one side than on the other, the 
oldest part of the tumour is not necessarily to be found 
in the mid-axial line of the tumour, as one might expect. 
Thus it often happens that the most fixed and indurated 
portion of the tumour is nearer to one lateral margin than 
to the other. The appreciation of this fact may be helpful 
in enabling us to decide the direction in which direct 
extension is proceeding. 

It is difficult to determine how long a growth.may have 
existed, and to what extent the circumference of the 
bowel is usually involved, before the earliest symptoms 
indicative of its presence manifest themselves, as there 
are no data available. I have had the opportunity, how- - 
ever, of observing the gradual development of cancerous 
growths in the rectum in four patients, who, though seen 
when the growth was in a comparatively early stage of 
development, either refused operative treatment or were 
unable to submit to it for some reason or another. In all 
of these patients the growths when first seen were con- 
fined to the mucons coat, and were frecly movable upon . 
the subjacent muscular coat, thus indicating that, up to 
that time, infiltration of the muscular coat had not 
occurred. eThese growths all became adherent to the — 
muscular, coat before half of the circumference of the’ 
bowel had been encompassed. At the expiration of one 
year after the date of the first examination the extent 
of the circumference of the bowel which had become 
involved was , 4, #, and ? respectively. 

From these observations it may be inferred that, in the 
ampulla of the rectum at all events, the involvement 
of the circumference of the bowel is a comparatively 
slow process, and that by the time that three-quarters : 
of the circumference has been involved the growth is 
more than a year old. The extent therefore of the 
circumferential involvement is an index of the duration 
of the disease. 

During the time that the growth is extending round the 
circumference of the bowel infiltration of the muscular 
coat is taking place at its oldest part. When the whole 
thickness of the wall has been penetrated further progress 
is impeded for a time by a lymph sinus which exists 
between the outer surface of the bowel and the layer of 
fatty tissue which surrounds the rectum. This lymph. 
space can be readily demonstrated, and is found to be 
traversed by minute trabeculae of connective tissue. In 
the course of time the growth extends across this space, 
and then invades the perirectal fatty tissue, through which 
it gradually extends until the fascia propria of the rectum 
has been reached. According to my observations on this 
point the fascia propria is not reached until more than 
three-quarters of the circumference of the bowel has been 


encircled, which indicates that the growth has been in 


existence for more than a year. Until the fascia propria 
has been penetrated fixation to surrounding structures, 
such as the sacrum, prostate, bladder, uterus, or vagina, 
cannot occur. Hence it appears that fixation to surround- 
ing structures does not take place until a year after the 
appearance of the earliest symptoms indicative of the 
existence of the growth. This is an important point to be 
remembered when considering the operability of cancer 
of the rectum, since free mobility of the tumour is so 
generally supposed to be the criterion of limited dis- 
semination. 
It will be seen, therefore, that the mode of spread by 
direct extension through continuity of tissue is a compara- 
tively slow process; and that direct invasion of neigh- 
bouring structures does not take place until the growth im 
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the rectum has involved the greater part of the circum. | 


“ence of the bowel. 
tert this were the only mode of spread: of cancer from 
the rectum operative treatment would be simple enough, 
because in all but very advanced cases mere excision of 
the portion of the musculo-membranous tube containing 
the cancer in its interior would suffice to rid the patient 
of his disease. Unfortunately, however, the other modes 
of spread occur much more rapidly, and lead to wide 


dissemination in quite early cases. 


(b) By the Venous System. 

There is no doubt whatever that cancer cells occasion- 
ally become disseminated in this way. Microscopical 
specimens sometimes afford evidence of the direct in- 
vasion of the interior of venous radicals by a mass of 
cancer cells, and it is therefore easy to understand how 
such cells, having become detached from the main body, 
may be swept into. the venous system and carried to 
a great distance from the primary growth. This fact 
explains how, in some instances, even in comparatively 
early cases of cancer of the rectum, in which the primary 
growth is small, circumscribed, mobile, and involving 
considerably less than one-half of the circumference of 
the bowel, and from which direct extension into the peri- 
rectal tissues cannot be ascertained to have taken place 
macroscopically, metastasis in the liver is a matter of 
early occurrence. Early metastasis in the liver of this 
kind, however, is not usually associated with general 
liver enlargement, and therefore it is not possible to 
ascertain its existence beforehand even after the 
abdomen has been opened. vriiease this mode of 
spread is extremely rare, and consequently we can afford 
to disregard the possibility of its occurrence when con- 
sidering operability, because we are unable to control it 
either by surgical or by any other means. Definite liver 
metastasis is generally a late manifestation, so that when 
the liver is obviously enlarged in a case of cancer of 
the rectum the local disease is already far advanced and 
quite hopeless so far as operative treatment is concerned. 


(ce) By Means of the Lymphatic System. 

The most important of the modes of dissemination 
of cancer cells is through the lymphatic channels. 
Anatomists have succeeded in mapping out the lymphatic 
areas of various regions with considerable accuracy, show- 
ing the natural course of the lymph flow to the neigh- 
bouring glands. In the rectum there are two distinct 
sets of lymphatic channels, by means of which spread 
takes place—namely, the intramural and the extramural 
lymphatic systems. 


The Intramural are two chief lymphatic 
plexuses in the wall of the rectum, one in the submucous tissue 
and the other between the circular and longitudinal muscular 
coats. These communicate with one another and also with the 
lymph sinus, situated between the 
rectal wall and the ee fat, by 
means of short radia! vessels. Spread 
in this lymphatic system is of very 
limited extent, and probably does not 
extend more than a few lines beyond 
the margin of the growth. | 
The Extramural Lymphatics. — The 
general scheme of the lymphatic 
channels passing from the rectum to 
the various groups of lymphatic glands 
is shown in Fig. 1. From the ano- 
rectal glands, which are scattered 
over the surface of the rectum, efferent 
vessels pass in three directions— 
downwards, laterally, and upwards. 
Those from the anal canal cross the 
ischio-rectal fossa, pass through 
Alcock’s canal, and terminate in the 
internal iliac glands; those from the 
lower part of the ampulla traverse a 
plexus situated between tbe levator ani 
and the recto-vesical fascia, enter a 
gland near the obturator vessels, and 
thence pass to the internal iliac glands; 
whilst those from the upper part of 
the ampulla accompany the superior 
haemorrhoidal vessels behind the rectum to enter the retro- 
rectal glands, from whence they proceed along the line of origin 
of the pelvic mesocolon (and beneath the neighbouring peri- 
toneum) to the glands grouped at the bifurcation of the left 
common iliac artery. From the uppermost ano-rectal glands 
also lymph vessels pass to the paracolic glands situated along 
the mesenteric border of the pelvic colon. 


Tic. 1.—Schematic 
representation of the 
extramural lymphatic 
system of the rectum 
and pelvic colon. 


The various tissnes traversed by these lymphatic vessels 
are vulnerable to metastatic deposit, and therefore, corre- 
sponding to the three lymphatic areas, there are three 
distinct zones of spread of cancer from the rectum: 


. The Zone of Downward Spread.—The tissues contained in this 
ymph area are: the perianal skin, the ischio-rectal fat, and the 
external sphincter muscle. Anatomically there is free inter- 
communication, through the ano-rectal glands, between the 
lymphatic plexuses of the wall of the rectum and those con- 
tained in the structares mentioned above ; and consequently it 
is easy to understand how a cancer cell, detached from the 
main growth, may be carried by the lymph stream to a distant 
point in this area. It is also obvious that even an exhaustive 
microscopical examination, involving the cutting of a large 
number of sections, might fail to detect such isolated cancer 
cells. There is, however, abundant clinical evidence that the 
tissues in this area are very vulnerable to metastatic deposit 
and to post-operative recurrent growth. — 

The Zone of Laat Spread.—This lymph area embraces the 
following structures: the levatores ani muscles, the retro- 
rectal lymph glands, the internal iliac glands, the base of the 
bladder aud the vesiculae seminales, and, in the female, the 
posterior wall of the vagina, the cervix uteri, and the.base of 
the broad ligament with Poirier’s gland. Of these, the most 
important are the retro-rectal glands and the levatores ani 
muscles, as they are very frequently the seat of metastatic 
deposit in quite early cases. - 

Lhe Zone of Upward Spread.—This lymphatic area is the 
most important of the three, from the point of view of the 
spread of cancer from the rectum. The structures contained 
therein are: the pelvic peritoneum, especially that on either - 
side of the parietal attachment of the pelvic mesocolon ; the 
pelvic mesocolon in its entirety, the gece lymph glands, 
and the group of glands situated at the bifurcation of the left 
common iliac artery. : 


My observations upon the spread of cancer from the 
rectum lead me to conclude that, in quite early growths 
situated in the ampulla or at the junction of the rectum 
with the pelvic colon, metastatic deposits may be widely - 
distributed in these zones; and that they are usually so 
smal! that their presence can only be recognized after the 
abdomen has been opened. They cannot possibly be 
detected by the ordinary methods of rectal examination. 

The peritoneum lining the floor of the pelvis, and pa 
ticularly that portion of it which lies on either side o 
the parietal attachment of the pelvic mesocolon, is very 
often the seat of plaques of growth. ‘The deposit no 
doubt first begins in the subperitoneal lymphatic plexus, 
and later involves the peritoneum itself, gradually pene- 
trating through its thickness and appearing upon the 
surface. Should a coil of small intestine come into 
contact with such an exposed plaque, it may become 
infected through temporary adhesion and thus causé ~ 
widespread dissemination. 

The pelvic mesocolon also is very frequently the seat of 
metastatic deposit'in early cases. It is quite a mistake to 
suppose that spread in this structure is a late develop- 
ment. I have been obliged to abandon several abdomino- 
perineal operations, undertaken for small and early 
growths in the ampulla of the rectum, on account of 
metastatic deposits in the upper part of the pelvic 
mesocolon. 

Lastly, the paracolic glands may become the seat of 
metastasis. I have seen many instances of infection of 
these glands at a distance of several inches above the 
prifaary growth when there was no other evidence of 
visible metastasis in any other situation. 

Anatomically, it can be demonstrated that the lymphatic 
vessels emanating from the lower part of the rectum pass 
through the tissues pa ape the downward zone of 
spread, those from the middle of the ampulla through the - 
lateral zone, and those from the upper part of the ampulla 
through the upward zone. Consequently, it might be 
assumed that a growth gives rise to metastases only in the 
zone corresponding to its position in the rectum. The 
spread of cancer, however, is not controlled by the purely 
anatomical distribution of the lymph channels. The 
cancer cell, being a living cell, spreads according to laws 
of its own, and invades and destroys tissues that obstruct - 
its path. Thus it happens that a growth may give rise to 
metastases in either or in all of the three zones, irrespective 
of its position in the rectum. Two specimens, which I 
have recently removed by the abdomino-perineal method, 
illustrate this fact well. In one, in which the growth is 
situated in tlie middle of the ampulla, the metastatic 
deposits are confined to the parietal border of the pelvic 
mesocolon and to the paracolic glands (Plate, Fig. 2). In 
the other case, although the growth is situated in the lower 
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part of the ampulla, metastases occur in the tissues of all 
three zones (Plate, Fig. 3). This case is a particularly 
interesting one from many points of view. 


The patient, a female aged 52, was operated upon by me at 
the Cancer Hospital in April, 1914, for a villous papilloma of 
the rectum. Microscopical examination showed that there was 
no irregularity in the arrangement of the epithelial elements 
at that time. In April of this year the patient again presented 
herself at the hospital complaining of a return of the old 
symptoms—that is, profuse watery discharge, occasionally 
tinged with blood, from the rectum. Examination revealed the 
gay = of a soft growth in the lower part of the ampulla, which 

elt indurated at its left margin (Plate, Fig. 4). The diagnosis 
of recurrent papilloma, undergoing carcinomatous degeneration, 
was made, = the rectum was removed by the abdomino- 
rineal method. The growth proved to be a colloid carcinoma. 
he retro-rectal glands were crammed ful! of cancer cells, and 
in the pelvic mesocolon a large number of hyperplastic lymph 
nodes existed along the course of the blood vessels, so numerous 
indeed as to appear as though a barrage of hyperplastic lymph 
nodes had been laid down for the purpose of stemming the tide 
of invasion. Several of these nodes and also some of the para- 
colic glands were invaded by cancer cells. In the substance of 
the left levator ani muscle there were two nodes containing 
cancer cells and a similarly infected node was found in the 
lymphatic plexus situated upon the upper surface of the muscle. 
n addition a minute nodule, consisting of a mass of cancer cells, 
was discovered in the ischio-rectal fut. The diseased portion of 
the rectum was freely movable in all directions, and direct 
invasion had not extended through the whole thickness of the 
bowel wall. 


The evidence, then, is that a cancerous tumour, wherever 
situated in the rectum, is liab!e to spread, by means of tlic 
lymphatic system, among the tissues of all three zones, 
and that the most vulnerable 
of these are: the ischio-r.ctal 
fat, the Ievatores ani muscles, 
the retro-rectal glands and the 
pelvic mesocolon. It is well to 
remember, too, that the spread 
does not take place equally in all 
directions at the same time; and 
that, whereas a metastatic de- 
posit may be visible in one zone, 
in others it is possibly still in 
a microscopical state. 

As a result.of (a) noting the 
position of metastases during 
the performance of operations; 
(b) observing the locality affected 
by recurrent growth either 
clinically or during the per- 
formance of secondary opera- 
tions; (c) recording the extent 

Fic.5.—Map showing 2nd the position of metastases 

the various positions in in cases in which a proposed 
deposits operation had been abandoned 
rent growths have been on account of their presence; 
found (d) recording the post-mortem 
revelations in regard to the 
mesocolon (particularly spread of cancer in patients 
the parietal border) ere who had died from advanced 
tissues. and inoperable cancer; and (e) 

the minute examination, macro- 
scopically as well as histologically, of specimens re- 
moved by operation, I have been able to make a 
map (Fig. 5) indicating the tissues which are vulner- 
able to metastatic deposit during the progress of the 
disease and to recurrence after restricted operations. It 
will be seen that the ischio-rectal fat, the levatores ani, and 
the pelvic mesocolon are the tissues which are largely con- 
cer-ed in the spread of cancer from the rectum. ‘These 
highly dangerous tissues, therefore, must in all cases be 
freely removed when an operation for cancer of the rectum 
is undertaken. 

Pathology, then, ordains that the operation must be so 
planned that all of the tissues which are known to be 
valnerable to invasion by cancer cells can be, as far as 
possible, removed. Let us now see to what extent the 
various methods that have been adopted for excising the 
cancerous recturh fulfil the requirements imposed by our 
pathological knowledge. These are: 


L Perineal excision. 

2. Perineal resection. 

3. Vaginal resection. 

4. The abdomino-anal operation. 

5. The radical abdomino-perineal operation. 


Perineal Excision. 

It is well known that, nearly a century ago, Lisfranc 
performed the first excision of the rectum for cancer, 
The type of operation which was then performed remained 
in vogue until 1875, when Kocher advocated and practised 
resection of the coccyx as a means of obtaining additional 
room for manipulation during the operation. 

In 1885 Kraske introduced his method of removing 
part of the sacrum in order to enable him to reach aud 
remove high-lying growths; and since that time various 
modifications in the technique of exposure have been 
introduced by Bardenheuer, Hochenegg, Rydygier, Rehn, 
Tuttle, Murphy, and others. All of these methods of 
operating, varying slightly in particulars of technique 
according to the ideas of the designer, are carried out 
from the perineum, and should be included, therefore, 
under the generic term of “perineal excision.” If we 
examine closely into the writings of these pioneers of 
the operation of rectal excision, we are struck by the 
fact that the various modifications in technique are con- 
fined to improving the method of exposing the growth. 
Apart from this, the type of operation performed remains 
the same—namely, limited removal of perianal skin, 
scanty excision of ischio rectal fat, division of the leva- 
tores ani muscles close to their attachment to the rectum, 
division of the peritoneum close to the rectal wall, section 
of the bowel one or two inches above the uppermost 
margin of the growth. 

In faci, little attention was evidently paid to the patho- 
logy of the spread of cancer from the rectum ; so we find 
that, in all of these operations, the rectum is merely dis- 
sected out as a tube containing a cancer, and that the 
only attempt made for dealing with the spread was 
removal of the retro-rectal glands. 

The limited scope of this type of operation is well 
shown in Fig. 6. 

Between the years 1899 and 1901 I performed nine such 
restricted operations, with the following results: 


Operation mortality nil 


The recurrences manifested themselves comparatively early, 
the average duration of immunity being about twelve mooths. 
The tissues chiefly affected were the peri-anal skin and the 
ischio-rectal fat. {fn my next series of operations, therefore, 
I extended their scope so as to include these structures. 


Series II.—Vifteen Operations. Period 1902-1904. 

Type of operation: Preliminary colostomy; subsacral 
exposure; wide removal of peri-anal skin; free removal of 
ischio-rectal fat; division of levatores ani muscles close to the 
rectum ; section of the bowel lin. above the upper margin of 
the growth. The results were: 


The levatores ani muscles were involved in 9 of the 13 
recurrences, thus showing that they were extremely vulnerable. 
‘The scope of the operation is shown in Fig. 7. 


Series III.—Thirteen Operations. Period 1904-1905. 

Type of operation: Preliminary colostomy; exposure by 
Kraske’s or Bardenheuer’s method; wide removal! of peri-anal 
skin; free excision of ischio-rectal fat ; complete removal of the 
fascia propria recti together with the lower portion of the 
pelvic mesocolon, containing the retro-rectal glands; total 
excision of the levatores ani muscles; free incision of the pelvic 
peritoneum ; section of the bowel two inches above the junction 
of the rectum with the pelvic colon. 

In this series of operations the extirpation of the entire 
rectum, encased in its sheath of fascia propria, was facilitated 
by, first of all, carrying the dissection upwards in front of the 
sacrum ; dividing the lower part of the pelvic mesocolon so as 
to include the retro-rectal glands; dividing the peritoneum 
longitudinally on either side of the terminal portion of the 
pelvic colon, so as to free the bowel from its connexions, and 
then completing the anterior dissection from above downwards. 
The scope of the operation is shown in Fig. 8. The resulta 
were: 

Operation mortality vs, 
Recurrence mortality ... «> 
Cures 


‘Of the eleven recurrent growths oniy two occurred in the 
region of the lateral zone of spread—namely, one in the right 
lateral wall of the pelvis, firmly fixed to bone, and the othet*in 
the posterior wali of the vagina. : 

Seven recurrences involved the lower margin of the bowel 
and the adjacent pelvic mesocolon. In two cases the recurrent 
— involved the pelvic peritoneum and the small intestine. 

one of these latter the recurrence was first discovered at an 
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NQV. 13, 1920] J. E. H. ROBERTS: OXYGEN INFLATION OF PERITONEAL CAVITY. 
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Fic. 1.—Same case as Fig. 2, taken without oxygen inflation. Fie. 2.—Same caseas Fig. 1, taken after oxygen inflation. Liver, 
Lower parts of kidneys seen indistinctly. Gall bladder not seen. — ported — descending colon, and jurge distended gall 
adder visible. 


. 


Fic. 3 shows an enlarged spleen with a nodular outgrowth Fic. 4.—A tuberculous mesenteric cyst in a child of 3. 
secondary to intrathoracic sarcoma. Another secondary growth Calcareous patches are present in the cyst wall. The anterior 
is seen in the diaphragm above the spleen. abdominal wall is well separated and no adhesions are visible. 


_ Fic. 5 shows a prolansed right kidney. The left kidney is normal Fic. 6.—Pelvis showing the uterus pushed to the left by a solil 
in position. The stomach contains barium. tumour of the right ovary. 
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Fig. 6.—Showing the restricted nature of the operation carried out 
by Krasko’s operation, Bardenheuer’s and other methois of perineal 
excision. The rectum is merely dissecied out as a tube containing a 
cancer, and the vulnerable tissues of the upward, lateral, and down- 
ward zones of spread are left behind. 

Fia. 7.— Showing the type of operation performed in Series II as the 
first step in the evolution of the radical operation. The peri-anal skin 
and the ischio-rectal fat were widely removed, as these tissues were 
found to be vulnerable to recurrence. 


Fic. 8.—Showing the extension of the operative field as a further 
step in the evolution of the radical operation. In addition to the 
peri-anal skin and the ischio-rectal fat, the whole of the levatores ani 
muscles and the lower part of the pelvic mesocolon were included in 
the operative field, as these tissues were found to be highly vulnerable. 


operation undertaken for the relief of acute intestinal obstruc- 
tion caused by adherence of a coil of small intestine to a plaque 
of growth in the pelvis. 


It will be observed, therefore, that in this series ‘the 
recurrences chiefly took place in tissues situated above the 
ficld of operation—that is, in the peritoneum, the pelvic 
colon, and the pelvic mesocolon. 

In the next series of operations I extended the field of 


operation still further, by removing as great a length of - 


the pelvic colon as was found to be possible. This was 
easy to accomplish because the bowel, by a little traction, 
was readily stripped out of its mesocolon. It was found 
to be impossible, however, even with Bardenheuer’s 
method of exposure, to excise more than the lowermost 
part of the pelvic mesocolon, because the greater part of it 
was out of reach. 


Series IV.—Eiyhteen Operations. Period 1905-1906. 

Type of operation: Preliminary colostomy; subsacral ex- 
posure; wide removal of peri-anal skin ; free removal of ischio- 
rectal fat; complete removal of the rectum encased in the 
fascia propria; removal of the available portion of the pelvic 
mesocolon together with the retro-rectal glands ; free incision of 
the pelvic peritoneum, and the peritoneum of the pelvic meso- 
colon so as to permit of several inches of the pelvic colon being 
drawn down ; section of the bowel at or near the middle of the 
omega loop. The results were: 


Operation mortality woe nil 
Recurrence mortality we 94.4% 


Gf the recurrences only three occurred in the zone of lateral 
—_ The remainder were in the pelvic peritoneum and in 
the pelvic mesocolon. The duration of immunity from recur- 
rence in these cases was considerably lengthened, the average 
being twenty-seven months. 


11. 


Fic. 9.—Showing the limited character of the removal in perineal 
resection and in vaginal resection. , , 


Fic. 10.—Showing how much of the vulnerable tissues of the three 
zones of spread is left behind by the abdomino-anal operation. Even 
when the proximal end of the colon is brought down to the anus the 
vulnerable tissues of the lower zone are left behind. ar : 


Fia., 1i.—Showing the final stage in the evolution of the radical 
operation. Whereas the vulnerable tissues in the lateral and down- 
ward zones of spread could be completely removed by an operation 
carried out from the perineum alone, the greater part of those con- 
tained in the upward zone remained out of reach. These tissues, 
which represent the axilla of the breast operation, can only 
removed by the radical abdomino-perineal method. 


The operation performed in this series was the most 
complete that was possible by a perineal method of 
exposure, and yet it did not suffice to prevent recur- 
rence. It failed because tissues of the upward zone’ of 
spread, which had already been invaded, lay beyond the 
reach of any operation carried out solely from. the 

Perineal Resection. is 

By this procedure the diseased segment of the bowel is 
resected and an end-to-end anastomosis effected. From 
the point of view of preserving natural sphincteric control 
it is ideal, but as a means of treating the cancerous rectum 
it is absolutely useless. x08 

The scope of the operation is shown in Fig. 9, by which it 
will be seen ‘that all of the tissues which are’ known'to be 
vulnerable to extramural metastasis ate left behind. I have 
performed this restricted operation four times, with the 


following results : 
Recurrence mortality =... 100% 


One recurrent growth involved the external sphincter muscle, 
two affected the bowel at the site of the anastomosis, while the 
remaining one occurred in the presacral region. 073 


Vaginal Resection. 
The scope of this operation is just as restricted as in 
perineal resection, and therefore cannot be recommended. 


The Abdomino-anal Operation. 
In 1884 Czerny first removed a cancerous rectum by a 
combined abdominal and perineal He did not 
apparently preconceive the plan, but made use of the 


abdo route to enable him to remove a rectum which 


a 
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he had found to be too fixed by adhesions to be removed 
by the perineal method alone. - ’ 

Since that time other surgeons have followed his 
example, notably Chaput, Gaudier, Maunsell, Challot, 
Boeckel, Giordino, Quénu, Reverdin, and others. 

_ It appears, however, that the chief object of these 
operators was to facilitate the removal of high-lying 
growths by mobilizing the bowel above the growth. As 
a general rule, the bowel was divided about an inch or so 
above the growth, and very often an end-to-end anasto- 
mosis was effected. Even in those instances in which 
a colostomy was made and a considerable length of bowel 
removed, the pelvic mesocolon was for the most part left 
behind, thus clearly indicating that the fact that the 
mesocolon is particularly vulnerable to recurrence was not 
appreciated. The desire to preserve the natural function 
of the bowel also seems to have been uppermost in the 
minds of these surgeons, because in a considerable number 
of the cases the proximal end of the pelvic colon was 
brought down and sutured to the anus, the abdomino-anal 
operation, thus dispensing with colostomy. ‘The scope of 
the operation is shown in Fig. 10. 

I have had no personal experience of the operation, 
because I have always considered it to be pathologically 
unsound. It aims at functional preservation, and does so 
at the risk of recurrence. When the proximal end of the 
divided pelvic colon is brought down to the anus the 
greater part of the pelvic mesocolon must be left behind in 
order to maintain the blood supply of the new rectum. I, 
however, the pelvic mesocolon is removed, the pelvic colon 
will slough, and the operation will be worse than useless. 
Moreover, the levatores ani muscles, the ischio-rectal fat, 
the external sphincter muscle, and the peri-anal skin are all 
preserved, in violation of the teachings of pathology in 
regard to their vulnerability to recurrence. 


The Radical Abdomino-perineal Operation. 

As a result of my observations upon the paths by which 
the spread of cancer from the rectum takes place, and in 
consequence of the failure of the most extensive operation 
carvied out from the perineum to prevent recurrence, 
I planned this operation so as to embrace .the tissues 
forming the zone of upward spread, as well as those con- 
stituting the zones of lateral and downward spread. The 
scope of the operation is shown in Fig. 11. 

By this means the whole of the pelvic colon (except the 
part utilized for forming the colostomy), together with the 
whole of the rectum encased in its sheath of fascia 
propria; the whole of the pelvic mesocolon; the peri- 
toneum lining the floor of the pelvis, together with a strip 
on either side of the parietal attachment of the pelvic 
mesocolon; the whole of the levatores ani muscles; the 
external sphincter muscle; as much as possible of the 
ischio-rectal fat; and a wide area of peri-anal skin, are 
removed. 

Though this operation is comprehensive in its aim, it 
should not be reserved for advanced cases only. It should 
be done for carly cases; in fact, the earlier the better, 
because then we may hope to circumvent the invisible 
spread of the disease. Should it be reserved for advanced 
eases only, then the invisible spread will have, in most 
instances, advanced beyond the confines of the operative 
field, and recurrence will be an inevitable result. 

My personal experience of the operation has extended 
to 72 cases, with the following results: 


Operation Mortality. 
First series... 42cases ... 40 cent, 
Second series .., 19cases ... 26.5 ,, 


The decrease in the mortality rate has, I think, been due 

artly to improvement in technique and partly to the substitu- 

ion of spinal anaesthesia with gas and oxygen for chloroform 
and ether. 

Recurrence Mortality.—Owing to having lost touch with cases 
during five years of war service I have been unable to trace the 
whereabouts of 17 of the 48 patients who survived the operation. 
Of the remaining 31, three died of intercurrent disease and 
eight died of recurrence. Leaving the 17 untraced cases out 
of ee the recurrence mortality works out at 28.5 

r cent. 
git ol following patients, known to be alive and well, 
may be regarded as cured—1 after eleven years, 1 after ten 
years, 4 after nine years, 3 after eight years, 3 after seven years, 
and 4 after six years. 


Conclusions. 


Cancer of the rectum claims 100 per cent. mortality if 


left to run its course untreated. If, then, the operation 
undertaken for its relief is followed by a high recurrence 
mortality, surgery will have failed in its object. The 
operation of choice is the radical abdomino-perineal 
because it, alone of the methods at our disposal, ensures 
removal of the tissues of the three zones of spread. It 
should be done for early cases, on the principle that the 
most extensive operation possible, for the earliest possible 
case of cancer, ensures the greatest immunity from 
recurrence, 

It should not be done in patients who, from age or other 
reason, are unfitted to stand the strain of a severe surgical 
operation. For these the choice lies between colostomy 
only and perineal excision as a palliative measure. If the 
latter plan be adopted the type of perineal operation men- 
tioned in Series IV (vide perineal excision) should be carried 
out, so as to ensure that the tissues of the lateral and 
lower zones of spread are effectively removed. If this be 


done the majority of the recurrences, as we have seen, will © 


occur in the tissues of the upward zone, and so, being 
above the level of the true pelvis, will save the patient 
from ‘agg misery of involvement of the sacral plexus by the 
growth. 

In all suitable cases, however, the radical operation 
should be carried out, and preference. should not be 
given to other methods purely becafse they are attended 
by a lower rate of operation mortality. We should re- 
member that, when dealing surgically with cancer, the 


utility of an operation should be measured, not by a. 
low operation mortality, but by the degree of immunity | 


from recurrence which it confers. 


G. Grey Turner, F.R.C.S.Eng., 


Honorary Surgeon, Royal Infirmary, Newcastle-on-Tyne. 


Importance of Early Diagnosis. 

As surgeons we must all admit that the great majority 
of cases of cancer of the rectum come under our observa- 
tion at a comparatively late stage. In a series of 41 of 
my cases the average duration of symptoms before opera- 
tion was no less than nine months. Rectal discomfort 
and the passage of blood are always ominous symptoms. 
Diagnosis would be greatly improved if even digital 
examination were the rule, while growths beyond the 
reach of the finger can be demonstrated by the sigmoido- 
scope in a surprising number of cases in which there are 
suggestive symptoms. A portion of any suspicious growth 
or ulcer can be removed by long for-eps through the 
sigmoidoscope and the diagnosis established by micro- 
scopic investigation. 

The ingenuity of surgeons is not likely to improve the 
methods of operating on what are really advanced cases, 


and our aim must be to secure earlier recognition. Opera- — 


tions for rectal cancer can never be considered satisfactory 
until we are able to remove the growth, while at the same 
time preserving the wonderful mechanism of sphincteric 
control. In cases as they ordinarily present themselves 
at present, at least in the district in which I work, the 
stage for conservative operations is past, and in the 
majority only harm is likely to follow attempts to 
preserve function. ‘ 


The Spread of Cancer of the Rectum. 


There are certain facts in connexion with the spread of 
rectal cancer that have a direct bearing on the problem of 
its surgical treatment. They therefore deserve considera- 
tion before discussing the various operations which can 
ordinarily be employed. 
ee investigation and clinical experience both 

ow— 


1. That the local spread of. cancer by continuity and con- 
tiguity is more important than dissemination by the 


lymphatics, whether through the lymph stream or 


by permeation. 

2. That for a comparatively long period the disease is 
strictly local. : 

3. That malignancy is exalted in the young and vice versa. 

4. That there are notable variations in the type of growth, 
especially as regards dissemination. —~ 


| 

| 

i 

| 
| 
ah 
| 
| 
| 
| 
| 
| 
| 
| ‘ 
| 
| 
i 

| 


Nov. 13, 1920] 


UANCER OF THE RECTUM. 


These facts emphasize the extreme importance of 
thorough local removal, whatever extension of the opera- 
tion may be considered necessary in the direction of 
removing the tissues in the path of probable cancer 
invasion. And they teach us that in some of the cases no 
operation, however extensive, is likely to bring about 
cure. 


The Various Operations that may be Employed. 

In a discussion like the present we ought to be quite 
slear as to the terms we use, and I notice in reading and 
jalking that there is some confusion. This is especially 
so with regard to the abdomino-perineal operation. When 
L use this term I mean to designate the operation originally 
described by Mr. Ernest Miles in the Lancet for December 
19th, 1908. ‘This includes the abdominal removal of the 
whole of the pelvic colon together with its mesocolon, 
and a strip of peritoneum at least an inch wide on either 
side of it, and the lymph nodes situated over the bifur- 
cation of the left common iliac artery, as well as the 
perineal removal of the whole rectum and its perirectal 
sissues. Now I find that a good many surgeons speak of 
ubdomino-perineal removal when they merely explore the 
ubdomen and make a colotomy, completing their operation 
by removing the rectum from below. For statistical pur- 
soses it is clearly misleading to compare these two 
yperations as though they were identical. 

As I understand it, local resection means the cutting away of a 
part of the circumference of the bowel bearing a growth, while 
perincal excision is the removal of the whole of the lower part of 
the rectum, including the sphincters, but without excision of 
any part of the cocecyxX or sacrum. 

By sacral excision I understand the extirpation of the whole 
of the rectum from below, after removal of the coccyx and the 
last one or tivo pieces of the sacram. Though the principle of 
this method is due to Kraske, it is not the operation which he 
introduced, and should not be known by his name. 

By sacro-abdominal excision I mean a removal which is com- 
menced from below by a thorough separation of the rectum as 
in sacral excision, and is completed by opening the abdomen 
there and then, in order that the upper limits of a high lying 
sp may be completely removed under the guidance of 

eye. 

In abdominal removal the highest part of the rectum is 
excised entirely from above. 

In most of these operations restoration of the continuity 
of the bowel is impracticable, and the combined operations 
necessitate a permanent ingtinal anus. In any case, 
preservation of function must give way to the necessity 
for the thorough removal of the growth with a wide area 
of healthy tissue, and as cases are ordinarily seen, this, 
unfortunately, usually means too free a removal to permit 
of restoration. 


Analysis of Operations for Cancer of the Rectum. 

The following figures represent the result of my own 
work. The series is small, but it is a continuous one, and 
includes all the cases in which I have been able to perform 
some type of excision, from the date of my first operation 
in May, 1902, to the end of May, 1920. I regret that I 
am not able to give figures showing the rate of operability 
and the results of the palliative operations. 


TABLE I.—Analysis of Operations for Cancer of the Rectum. 


———-— 


Cases. ‘Deaths Cause of Death, 


Local resection oe 2 

Perineal excision 4 

Sacralexcision™... 47 Sepsis and kidney, 
neumonia, shock 
2), cardiac attack, 
sloughing of gut. 

Abdominalexcision .. «. 2 1 Peritonitis. 

Abdomino-perineal excision 5 3 | Peritonitis, | urinary 

sin one stage infection, intestinal 
obstruction. 

Colotomy, and sacro-abdo- 7 0 

minal excision in two 

Stages 

Total ave | 67 10 

i i 


- * In 19 cases colotomy was also performed. This was combined with 

exploratory laparotomy in 10. In one instance the colotomy was 
immediately followed by the sacral operation, but in all other cases 
the overations were carried ont in two stages. 


TABLE II.—After-History of the 57 Cases that Recovered. 
Operated upon during the last six months de oe 
Alive, but with recurrent disease aie 3 
Known to have died with recurrent disease... = 
Died suddenly without recurrence 13 years after sacral 
Alive and free from re urrence at periods of from 1 to 
17 years after operation tee 


In the few cases in which the exact onsine of death cannot be 
ascertained, recurrence has been presumed. 


TABLE III.—Details of the 28 Deaths from Recurrent Disease. 
ag to have dissemination at the time of the opera- 


Recurred within one year ee 
between one and two years... 
Pa between two and three years ... oa Pera 
between three and four years... 
between four and five years .., 


TaBLeE IV.—Details of the 17 Patients that are Alive and 


Well to Date. 
years — eco eee I 
» 9years and 10 months =e 
» Tyears and 8 months oe on 
» 6 years «eo eee we 
» 5Syears ave ove 
» 4yYears and 9 months eco 
4years and 8 months eco 
» lLyear « 5) 


{a) and (b) were local resections; (e) two of this group were combined 
sacro-abdominal removals; all the others in the table were sacral 
excisions, 


TaBLe V.—Afler-History of the 9 Cases of Combined Excision 
who Survived the Operation. 


Have been performed within 6 months ... oo we 3 
Known to have recurred within a year ... ae oa O 
Recurred after 3 years... eee -oe 1 
Alive and without recurrence one year after operation... 2 


I feel confident that in a future series the mortality will 
be much lower, because of the more general adoption of 
the two-stage operation—exploratory laparotomy, with 
colotomy, followed at a later stage by sacral excision. 


The Later Results. 


Many years ago the work of Mr. Harrison Cripps showed 
the good results that often followed comparatively limited 
removal in favourable cases in which the bowel wall was 
not invaded. 

One of my early operations,* Mrs. H., Register No. 599, was 
such a local excision, and the patient is alive and well to-day, 
seventeen years afterwards, and I am able to show the speci- 
men. It shows a large malignant ulcer which was situated on 
the posterior wall of the bowel just within the rectum. It 
could easily be moved with the mucous membrane. The 
patient was a woman 46 years of age, and the operation was 
performed within two months of the onset of symptoms, so 
that all the circumstances justified the method adopted. It is 
this sort of experience which makes me hopeful that reason- 
ably earlier diagnosis will enable conservative operations to be 
carried ouf in a comparatively large proportion of cases. 


The mere statement of the number of patients alive and 
well does not give a fair idea of the results, and it is 
necessary to particularize a little in order that the bene- 
ficial results may be fully appreciated by those who have 
not had the opportunity of observing tl1is class of case. 
Review of a few cases is well worth while, because there 
are still many who think that the loss of the rectum and 
the substitution of an incontinent anus means a life of 
constant invalidism. 


Cases of Sacral Excision with Inguinal Anus. 

_ *H. L. L., Register No. 3054. Now aged 77, and nearly blinds 
is hale and hearty almost ten years after the operation, and 
still goes to his place of business daily. He looks after the 
colotomy himself, and has no bother after the morning 
evacuation of the bowels, which takes place after breakfast. 

*J.R., Register No. 6701-2, now aged 65, is alive and well six 
years after the operation. He has no trouble in regulating the 
bowels and no pein or discomfort ; eats heartily, weighs nearly 
11 st., and works regularly every day as a p Doreen to the 
blacksmiths. 

.J.F., Register No. 9644, now aged 63, is alive and well six 
years after the operation. He eats heartily, regulates the 
bowels easily, weighs 10 st., and works in eight-hour shifts 
every day as a labourer in a chemical factory. He looks 
after the colotomy himself, and uses only a simple pad of 
cotton-wool and a bandage. 


* The specimens from the eases marked with an asterisk were showa 
at the meeting. 
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Cases with Sacral Anus. - 

*S. M., Register No. 5199, now aged 53, is alive and well seven 
years and eight months after operation. She has looked after 
a household of eight people, and now has five under her charge. 
She does all her own household duties, including baking and 
washing, and is independent enough to do paperhanging and 
whitéwashing at spring cleaning time. Quite recently she has 
been away for a holiday, and she always goes out to do her own 
shopping. ‘The bowels are very little trouble, and she regulates 
them by taking hot water; she looks after herself and uses a 
simple apparatus like a broad V-shaped perineal bandage. 

*8. W., Register No. 8777, now aged 59, is alive and well 
four years and eight months after operation. He works 
regularly as a rivet sorter, and makes nearly £4 a week. He 
starts first thing in the morning and works until5p.m. The 
bowels act thrice daily after food, and as his home is near 
where he works he is able to return for his meals and for the 
attentions of a devoted wife. 

*G. S., Register No. 8874, now aged 70 years and a pensioner, 
is alive and well four years and eight months after operation. 
He can walk three or four miles, and works in his garden. The 
bowels act about the middle of the day, and he is attended to 
by his wife. Not long ago he had sufficient confidence to spend 
the day from home between 7.30 a.m. and 5.30 p.m. 


The Intermediate Health of Paticnts in whom 
Recurrence ultimately occurs. 

Want of appetite, sleeplessness, and inability to acquire 
a good bowel habit are suggestive symptoms of dissemina- 
tion or recurrence. Patients in whom the disease has 
returned within a year have usually never been really well 
after the operation. Those in whom a longer period has 
elapsed have often made complete recoveries and have 
been able to resume their normal avocations. 


*One man, J. B., Register No. 8073, with a sacral anus, was 
the manager of a small colliery and often went down the pit, 
until recurrent symptoms showed themselves between two and 
three years after operation. Another, W. K., Register No. 1262, 
resumed his employment as an engine driver. * T. C., Register 
No. 5459, carried on a successful butcher’s business until three 
and a half years after, when he developed a secondary deposit 
in the spine, which soon proved fatal. * A woman, A. R., 
Register No. 5581, also with a sacral anus, looked after the whole 
of her housework, including baking, cooking, washing, cleaning 
and shopping, and indeed was perfectly well until four years 
after operation, when she developed a recurrence, which pro- 
gressed rapidly to a fatal termination. 


In the cases of perineal or sacral excision local recurrence 
may be just on the cut margin of the bowel, and may then 
be amenable to further surgical interference, as in a man, 
*G. M., Register No. 1367, who is alive and well eleven 
and a half years after the removal of such a recurrent 
growth. More usually they originate outside the bowel 
and soon involve the pelvic wall. They are then com- 
monly attended with much more pain than the primary 
growth, and patients rapidly go downhill. Except for 
localized recurrences on the bowel wall, I have not seen 
any benefit from secondary operations other than colotomy 
for the relief of obstruction. In males urinary symptoms 
often herald recurrence, and it is well to remember that in 
the process of healing the base of the bladder is drawn 
down close to the perineal scar, and may easily be injured 
by an exploratory incision in this neighbourhood. 

I am able to show the specimens from many of the 
eightcen patients who survived the operation for more 
than twelve months, and have had them re-examined 
microscopically, with confirmation of the original diagnosis 
of carcinoma in every case. I cannot help feeling that in 
some instances the result would have been the same if a 
conservative operation had been performed, but in cancer it 
is wiser to err on the side of removing too much, and it is 
only because the loss of the sphincter is so high a price to 
have to pay that one has any regret. On the other hand, 
in some of the patients who died of recurrence a scrutin 
of the specimens makes me feel that a more pwesenes 
local removal might have led to happier results, and this 
is especially so in the abdomino-perineal operations. 

Sacral or Inguinal Anus.—As the result of the study of 
many of my patients who have led useful and not unhappy 
lives in the possession of a sacral anus, I cannot say that 
an incontinent orifice in this situation is much worse than 
one on the abdominal wall. Some patients manage 
wonderfully themselves, and, of course, when they can 
afford the services of a special nurse, or are fortunate 
enough to have the attentions of a devoted wife, a sacral 
anus may give very little trouble, and with some tempera- 
ments it is an advantage that their disability is out of 
sight. Nevertheless, I am satisfied that, generally speaking, 


the anus robbed of its sentinel is better in a position where 
it can be seen and attended to by the patients themselves, 


The Choice of Operation. 

I hold no brief for any one method, and I only want to 
plead: 

First, that the most important part of any operation for rectal 
cancer is the thorough local removal of the growth with as 
wide an area of peri-rectal tissue as anatomical limits will 
allow, and at least 24 inches of uninvolved bowel above and 
below the growth. 

Secondly, that in a large proportion of cases this can be 
secured by the sacral operation with a comparatively small 
mortality and a fair prospect of ultimate cure, as far as this 
term is ever justified in connexion with carcinoma. 


The operation of abdomino-perineal removal as described 
by Ernest Miles is intended to combine this thorough local 
removal with a much wider removal of the path of pro- 
bable cancer invasion. In actual practice I find that so 
much time is spent in the abdomen and so much taken 
out of the patient that in consequence there is a tendenc 
to hurry or even scamp the more important local removal. 
In addition, the closure of the pelvic floor often presents a 
difficulty wellnigh insuperable, and it has proved a serious 
omission, as shown by the number of cases in which the 
small intestine becomes adherent to the uncovered areas, 
Even with the greatest care the mortality has been high, 
and, except for any evidence that may be adduced at this 
discussion, I believe it yet remains to be proved that the 
ultimate results are better than those of the sacra] opera- 
tion in the hands of surgeons accustomed to practise it. 


What, then, is the Best Operation to Employ? 
For growths of the anal canal or just above it, perineal 
excision with removal of the groin glands at the same 
time. 


their upper limit, sacral excision, either with a sacral anus 
or an independent colotomy made at the same sitting. 

For all growths situated higher in the rectum, or wher- 
ever situated if combined with obstructive symptoms, pre- 
liminary exploration by median laparotomy with provision 
of a left inguinal anus, and at a second sitting thorough 
removal of the growth by the sacral route. 

In advanced growths that are highly situated, and in 
which the mesorectum is involved and thereby shortened, 
the range of operability is greatly increased by the sacro- 
abdominal method. The abdomen is first explored and 
colotomy performed. Two or three weeks later sacral 
excision is carricd out; and if, as often happens, there is 
difficulty in getting the growth down, the abdomen ig 
reopened, and the removal completed from above right up 
to the colotomy. 

When the colotomy is made the lower end should not be 
closed, because it is useful to be able to cleanse the rectum, 
with the growth, by irrigation. No attempt should be 
made to mobilize the growth at the first operation, because 
this is certain to be followed by exudation and adhesions 
before the second stage is carried out. 

Up till a year ago I had only practised this operation 
twice, but 1 have now performed it on seven occasions 
in all without any mortality. A recent instance was a 
striking cxample of its usefulness. 


*J. G. G., aged 48, Register No. 12575. This man presented 
himself at the Newcastle Infirmary with a rectal growth in 
November, 1919. The surgeon who saw him was doubtful as to 
its operability, and to settle the matter he made an examina- 
tion under anaesthesia. Operation was not advised and the 
man was sent home. The patient was never well from that 
time, and two weeks later he came under my care in a private 
institution. Ifound him very ill, suffering from obstruction, 
and with a big rounded mass in the subumbilical region. On 
os the abdomen I discovered a large intraperitoneal 
abscess arising from the pelvis and the neighbourhood of the 
growth, which had evidently perforated. The latter was hard 
aud fixed, and the mesentery appeared to be diffusely infiltrated, 
so that I entirely agreed with the opinion expressed as to its 
being irremovable. 

The abscess was drained and a left inguinal colotomy made. 
To my great astonishment, the man slowly improved, and by 
March, 1920, he returned, looking exceedingly well, but troubled 
by obstructive symptoms due to the great narrowing of the 
colotomy. The growth, as felt per rectum, appeared to be 
greatly diminished in size and more movable, and the patient 
was — anxious that an attempt should be made to 
remove it. 


For growths in which the finger can easily be got above | 


{ 
iH 
‘ 
tia 
| 
| 
| 
‘ 
| 
2 
| 
} 
14 
‘ 


Nov. 13, 1920] 


SANCER OF THE RECTUM. 


I operated by the sacro-abdominal method. Adhesions of the 
iraall intestine in the pelvis were troublesome and the growth 
was torn into during the process of separation. However, the 
operation was completed, the bowel being removed right up 
to the site of the colotomy, which was repaired and made 
terminal. The patient made an entirely uninterrupted re- 
covery and left the hospital three weeks afterwards. The 
growth proved to be & columnar-celled carcinoma. He is 
now, three months after the operation, in good health and 
about to start work again. 


The Sacral Part of the Operations for Rectal Cancer. 
The procedure which I employ is that practised with 


such success by Professor Hochenegg of Vienna, and -I am . 


glad that I had the good fortune to see him perform the 
operation in April, 1912, 

Only the coccyx and the fifth and perhaps fourth pieces of the 
sacrum are removed, and the section is made in a curved 
manner, so as to spare as much as possible of the sacro-sciatic 
ligaments. When it is intended to remove the whole of the 
rectum, the anus with the surrounding skin, the levatores ani 
muscles, right up to the white line and all the peri-rectal 
structures in the hollow of the sacrum, are taken away; in fact, 
everything but the bladder with the prostate and seminal 
vesicles and the main vessels and nerves which hug the pelvic 
walls. The peritoneum is always opened, and is later sutured 
by interrupted stitches to the bowel. Ifa sacral anus is not 
intended, an attempt is made to close the bowel just below the 
point at which the peritoneum has been attached. Sometimes 
this is difficult, and in any case, I always bring a tube from this 
site to the surface of the wound. This ought never to be 
omitted, for it is surprising how often mucus finds its way to 


_ the surface, even after apparently successful closure. 


Complications of the Sacral Operation.—In difficult - 


cases wound infection and sloughing of the bowel may 


’ occur. These are to be treated by at once laying the 


wcund open, and it heals by granulation very quickly. An 
attempt should always be made to repair injuries to the 
urethra, bladder, or ureter, but it is surprising how urinary 
fistulae ultimately close spontaneously. Retention of 
urine is very common, and may be long continued. The 
bladder must be carefully watched, and if the urine is not 
voided within twelve hours, a catheter should be passed, 
because the bladder may become dangerously distended 
without the patient making any complaint, and some of 
the deaths have followed urinary sepsis which began in a 
paretic bladder. Once I saw slight incontinence of urine. 
Prolapse and perineal hernia both occur, but are rare; I 
have only twice scen stricture of the sacral anus. 


The Range of Operability. 

In my opinion no attempt should be made to remove 
in cases in which there is definite dissemination. 

Mere local fixidity is not in itself a contraindication to 
successful removal. In this matter the situation of the 
growth is important. When it originates on the posterior 
wall of the rectum, even involvement of the structures on 


the front of the sacrum and coccyx need not deter the 


operator. Sometimes this fixation is septic only and the 
result of cellulitis. With a growth on the anterior wall 
fixation becomes of much more significance. Involvement 
of the prostate is always serious, but does not necessarily 
mean a bad result, and I have one case alive and well 
five years after operation in whom the whole prostate and 
the stalk of the seminal vesicles were removed.* There 
was a urinary fistula for six weeks, but this ultimately 
closed spontaneously. I have not as yet operated when 
the bladder wall was so invaded that the growth fungated 
into the viscus. 

One should not be in a hurry to declare that a case is 

inoperable, and every doubtful case should be examined 
under anaesthesia. When there is neither evidence of 
dissemination nor prohibitive local extension the patient 
should always have the chance that an exploratory 
laparotomy may bring, and it is extraordinary how a 
hopeless-looking condition may improve after colotomy. 
Tl is has been shown in several cases. In one man, 
Wuat appeared to be an irremovable growth in October 
so much improved that in January a sacral excision was 
carried out, and the patient is alive and free from recur- 
rence eighteen months later. 
e Mere size of the growth is no more a bar. to successful 
extirpation than is long duration, and I believe that slow- 
growing tumours that have attained a large size are often 
an evidence of a good resistance. 


* Specimen shown at the meeting. 


Cases with peritoneal nodules in the vicinity of the 

growth are not favourable, 
- The use of radium after preliminary colotomy may 
bring some growths within the range of operability. 

I have not found that exploration through the sacral 
incision is useful, for having gone far enough to determine 
that the growth is inoperable, it is difficult to abandon the 
operation without risk of serious sloughing and infection. - 


1. The treatment of rectal cancer can never be. con- 
sidered satisfactoryy as long as the disease is so far 
advanced as to necessitate operations which leave an 
2. Improvement can only come tlirough much earlier 
diagnosis and consequent surgical treatment. _ ; 
3. The thorough local removal of the growth and sur- 
rounding tissues with 2} in. of uninvolved bowel above and 
below its margins is more important than the removal of 
the upward path of probable cancer invasion. — 
4. The best operation for the majority of cases as met 
with to-day is exploratory laparotomy with colotomy, 
followed by sacral excision. 


J. P. Locknart-Mummery, F.R.C.S.Eng., 
Senior Surgeon to St. Mark’s Hospital for Diseases of the 
Rectum. 
Ir is interesting to look back at the changes that have 
taken place in the surgical treatment of cancer of the 
rectum during the last twenty years. Twenty years ago 
the excision of the growth was purely local, and was 
performed without any attempt to secure asepsis, and 
little, if any, tp restore the functional condition of tlre 
parts. The operation was only undertaken when the 
growth was low down near the anus, and when it was 
comparatively small and confined to the bowel wall. The 
results of such operations were often dreadful; healing 
was a very slow and tedious matter with severe sepsis, 
and wes usually followed by serious stricture. Moreover, 
only a small proportion of the patients suffering from 
cancer of the rectum were submitted to operation at all. 

In looking at the improvemehts that have talzen place, 
the first noticeable one is the much more extensive re- 
section now performed. Local excision of the growth, 
if we except a very few exceptional cases, is now not 
practised. The almost universal practice now is to com- 
pletely resect the entire rectum, together with the 
neighbouring lymphatic glands and fat, and there can 
be no doubt that this practice gives a much greater 
guarantee of freedom from subsequent recurrence. 
Further, improved technique now enables us to remove 
growths arising in any part of the rectum, and, providing 
extension has not taken place into important organs such 
as the bladder, we can successfully remove growths which 
have spread beyond the rectal wall, and which twenty 
years ago would have been considered quite inoperable. 
Modern technique also aims at securing au aseptic wound, 
and although one must admit that owing to the very great 
difficulties encountered we still have occasional failures in 
this respect, at the same time it is now becoming the rule 
for the wound to run an aseptic course, and the exceptions 
are becoming less and less numerous. ' 

I was one of the earliest surgeons in this country to 
practise the abdomino-perineal operation, and I am still 
performing it in special cases, but although it gives the 
most extensive removal I soon found that there were 
very serious objections to it as a routine operation. The 
mortality, which was at first very high, was by experience 
and improved technique very much improved, but it still 
remains to my mind far too high and is a very serious 
objection to this operation, A very large number of the 
patients suffering from cancer of the rectum are old people, 
and cannot undergo a long and severe operation; more- 
over, the operation is exceedingly difficult and dangerous 
in a stout man, and such cases form a fair proportion 
of those which have to be treated. , 

I became disgusted with an operation the mortality o 
which could not be kept much under 30 per cent., and for 
the last eight or nine years I have been trying to devise a 
technique which, while giving a free removal of the growth, 
will enable one to reduce the mortality to a reasonable 
limit. I still use the abdomino-perineal route in cases 


where the growth is very high up, or where a very 
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extensive removal is-called for, but for some. years I have 
given it up as a routine operation, and believe that it 
should only be used in exceptional cases. The improve- 
ment which has resulted in my mortality since adopting 
this practice has been so considerable as to more than 
justify my belief. During the years 1915 to 1918 I used 
my new technique in 65 cases, of which 37 were hospital 
cases and 28 private cascs. There were 4 deaths among 
the hospital cases and none among the 28 private cases. 
A most satisfactory feature was that during 1918, when 
my assistants and I had gained more experience with the 
technique, the mortality in the 24 cases performed during 
the year was nil. I think this is the lowest mortality 
that has ever been obtained from complete resection of 
the rectum. Patients are out of bed in two weeks after 
_ the operation, and in a great many cases the wound is 
healed in two or three weeks. 

One great advantage, however, of the improved risk has 
been that it has enabled one to resect the rectum in cases 
which would have been considered inoperable if any other 
method of operation had been adopted. For instance, I 
have not hesitated in the last three years to perform 
complete excision of the rectum in patients as old as 
73. I have had four patients over 70 who have come 
quite successfully through the operation, and twenty of 
the patients were over 60 ycars of age. 

It has also enabled one to operate upon patients success- 
fully who have some complicating disease, which would 
previously have been considered a complete bar to opera- 
tion. Thus one patient with Graves’s disease, two with bad 
chronic bronchitis, and one with old-standing locomotor 
ataxia, came through the operation without any trouble 
at all. 

Tt has long beeu my view that no operation for cancer of 
the rectum can be considered satisfactory unless it can be 
used with a reasonable degree vf safety where the patient 
is a bad operative risk, as a large proportion of patients 
suffering from cancer of the rectum are necessarily poor 
risks owing to fat, age, or other diseases, and that the best 
operation is that which will give the greatest good to the 
greatest number rather than that which is most satis- 
factory fronra purely surgical point of view. 

This operation is suitable in any case where the growth 
is at the anus or anywhere in the rectum, but it cannot be 
performed for growths at the recto-sigmoid junction, for 
which the abdomino-perineal operation is still the one of 
choice, 


Operation. 

The operation is usually performed in two stages, but 
this is not essential, and I have often performed the whole 
operation at one time. 

The first operation consits of a preliminary colostomy 
through the left rectus muscle, performed under gas and 
oxygen and local anaesthesia. At the same time the liver 
and abdomen are examined for secondary deposits. The 
colostomy is opened two days later and the lower bowel 
thoroughly washed out. 

The second operation is generally performed a week 
later. The patient is not starved at all, and a light degree 
of twilight sleep is induced with scopolamine and morphine 
previous to operation. The operation is performed in the 
left semi-proue position under spinal anaesthesia. Fre- 


quently no general anaesthetic at all is given. If one is. 


administered gas and oxygen alone are used. In the casa 
of a man a No. 8 gum-elastic catheter is tied into the 
bladder. The first step in the operation is to close the 
anus with a stout silk ligature passed on a needle sub- 
cutaneously. After this the parts are cleaned up and the 
surgeon puts on his gloves. The incision starts at the base 
of the coccyx and passes forward to surround the anus. The 
coccyx is removed by disarticulation and the rectum freed 
by dividing the levatores on each side and then separating 
it in front from the vagina, or the prostate and the bladder, 
as the case may be. When the peritoneum is reached it is 
opened from in front and divided close to the rectum. All 
the fat and glands in the back of the pe!vis are freed, 
together with the rectum. The mesorectum is clamped 
off and two big clamps are applied to the lower end of the 
sigmoid flexure. The bowel is divided between these with 
a thermo-cautery and the rectum removed. The end of 
the sigmoid is then invaginated with a catgut Mickulicz 
stitch. The vessels are all tied off and the wound is 
completely closed without drainage. 


This operation takes from thirty-five to forty-five 
minutes, and is absolutely unaccompanicd by any shock, 
One important departure from common practice in the 
after-trveatment is that paticnts are fed on ordinary solid 
food from the start. The patient is generally out of bed 
in fourteen days, and able to return home in about three 
weeks, This operation has proved exceedingly safe, and 
has done away with any tedious convalescence. Provided 
the anaesthetic is properly managed, old patients scem to 
stand it very well indeed. 


Recurrence, 

With regard to the question of recurrence, I think that 
statistics are very misleading, as so much depends upon 
the type of case operated upon. Onc of the advantages 
of a safe operation, such as that I now perform as a 
routine, is that one can operate upon “ border-line cases ” 
and give them a chance. This one would not do with tha 
abdomino-perineal operation. I have performed the opera- 
tion described in about 100 cases, and the results as 
regards recurrence to date have been quite as good as in 
those treated by the abdomino-perincal excision. 


Conclusions. 
The general points in the operation are: 


* 1. The anus is sealed up before the operation field is 
prepared. 

2. The rectum is freed from in front and from the 
perineum upwards. 

3. The peritoncum is opened from the front of tho 
rectum. 

4, The bowel is divided with a cautery between clamps, 
and the end invaginated, 

5. The wound Is closed without drainage. 


It might be supposed that the blind portion of bowel 
below the colostomy would be a serious trouble. I have, 
however, never seen any scrious ‘trouble from this cause. 
Owing to the much shorter period of convalescence, and ta 
the fact that the patients are out of bed so soon, the dis- 
ability resulting from the operation is very much less than 
with the abdomino-perineal operation. 

I think that for all ordinary cases of cancer of the rectum 
this or some similar operation should be performed, and 
that the abdomino-perineal operation should be reserved 
for cases of growth at or above the recto-sigmoid junction. 


‘ 


A. H. Burcsss, F.R.C.S., 
Manchester. 
Mr, A. H. Burcess thought it would clear the ground if 
the operations generally admitted to be unsatisfactory— 
perineal resection, vaginal resection, and abdomino-ana! 
operation—were eliminated from the discussion and atten- 
tion focussed on the only two procedures worthy of con- 
sideration—the extensive perineal excision (as described 
in Series IV of Miles) and the abdomino-perineal. All 
attempts to preserve sphincteric control, or even to leave 
a sacral anus, were to be deprecated as not allowing of 
sufficiently free local removal. A permanent abdominal 
anus was part of the price every sufferer from cancer of 
the rectum must pay if he hoped for acure. As between 
these two procedures, on all anatomical and pathological 
grounds, and from analogy with operative treatment of 
cancer elsewhere, particularly in the breast, there was 
no doubt that Miles’s operation of abdomino-perineal 
excision was theoretically and logically the better. 
The theoretically best is not always, however, the most 
successful in actual practice. Certain factors made him 
hesitate to accept it as a routine procedure: (1) Its severity 
and consequent high mortality. Miles’s average for all 
cases was 34.2 per cent., and for the first series of 42 
cases 40 per cent. If this represented the mortality in 
the hands of the most expericnced exponent of this opera- 
tion, with the average gencral surgeon it would be still 
higher. Mr. Burgess would therefore hesitate to submit 
a patient to such an immediate risk. (2) The knowledga 
of cases alive and well many years after a perineal ex- 
cision—the most extensive case of perineal excision he had 
performed, where the. growth had extended to the peri+ 


toneum of Douglas’s pouch, which was widely exciscd 


along with it, was alive and well to-day, eight and a half 
years after operation. In contrast with this he could not 
help comparing the earliest case of carcinoma of the 
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rectum he had met with clinically, where the growth was 
eek | the size of a shilling and freely mobile, and which 
was operated upon by Mr. Miles by his abdomino-perineal 
operation, and yet recurrence took place locally within 
twelve months. These considerations led him to believe 
that, until the abdomino-perineal operation could be made 
safer, the better procedure was a preliminary abdominal 
exploration through a left paramedian incision with estab- 
lishment of a permanent colostomy ; and, if the conditions 
were found to be favourable for a radical operation, fol- 
lowed in a fortnight’s time (during which the colon below 
the colostomy was daily flushed out) by a wide perineal 
excision along the lines indicated in Miles’s Series 1V. 


Cuarves Ryatn, F.R.C.S., 


London. 


Mr. Cuar.tEs Ryatt said that the two different types of 
operation described by Messrs. Miles and Turner, and the 
results, emphasized the fact that it was inadvisable to 
teach that one particular form of operation was the neces- 
sary treatment for all cases of the same malady. Age and 
other factors had to be considered in the case of each 
patient, and it was well for the surgeon to exercise a 
judicial mind before deciding what should be done. 
Taking the case of a man with rectal carcinoma, whose 
age was 65, it would be found that insurance tables showed 
that for a healthy man of this age the expectancy of life 
was ten years. Were no radical operation carried out and 
the case treated medically, he might expect to live for 
three years or more, and with a colostomy perhaps longer, 
whereas, did he undergo a radical surgical procedure, an 
operation mortality of 30 per cent. had to be faced, and 
should he survive this, he again had to face a recurrence 
mortality of perhaps 50 per cent. All these facts had 
to be weighed carefully by the surgeon before advising 
operation, so that each case should be dealt with on its 
merits. 

The Miles method was an operation devised as the result 
of experience; it was based on pathological findings, skil- 
fully and scientifically planned so as to place the operation 
on the same plane as that for cancer of the breast, and it 
would be advocated universally were the operation mor- 
tality as low as that of less effective measures. It was 
undoubtedly the ideal operation for rectal cancer, and the 
operation mortality, as was the case with all new major 
operations, would in time be reduced. : 

Mr. Ryagl said that six out of the first sixteen cases of 
vaginal hysterectomy seen by him died after operation for 
uterine cancer, and only one out of twenty-seven in the 
next series. Nowadays abdominal hysterectomy, in spite 
of it being a more serious operation, was carried out with 
comparative safety. In seeking for the cause of death too 
much importance was attached to anaesthesia and too little 
to sepsis. Every case of rectal carcinoma suffered more 
or less from chronic intestinal obstruction, partly as the 
result of blockage caused by the growth, and partly 
because the growth caused neoplastic or inflammatory 
invasion of the bowel wall, and thereby a break in the 
peristaltic wave, by interfering with the neuro-muscular 
mechanism necessary for peristalsis. Colostomy and 
drainage of the bowel was therefore advisable before 
operation, and this procedure not only minimized sepsis 
but it also freed the growth from the constant irritation, 
and thereby from inflammatory fixation, and often rendered 
it more mobile. 

Mr, Ryall hoped that Mr. Miles would not be deterred 
by the failures in his pioneer work, and that he would 
bravely fight on until he had results consistent with his 
great advance in the surgical treatment of rectal cancer, 


Hersert H. Brown, O.B.E., M.D., F.R.C.S., 
Surgeon to the East Suffolk Hospital. 
Ir is with some diffidence that I address a maeling of this 
kind, as my experience of operation for removal of cancer 
of the rectum is comparatively limited ; and, after hearing 
what Mr. Miles has told us, I feel that I must have done 
many things which I ought not to have done, have left 
undone things which I ought to have done, and there 
should be no health in my patients. But I can assure 


- you that a considerable proportion of the patients upon 
- whom I have operated, generally by the Kraske method, 


during the past fifteen years are alive and in health, 
Ihave been much struck with the comparative freedom 
from recurrence in cases of cancer of the bowel after 
operation, and have here a specimen of caecum, ascendin 
colon, and half the transverse colon, containing a carci- 
noma of the size of a small cauliflower which I removed 
ten years ago. The patient is at the present time in 
excellent health. 


I feel that it is a very a advantage to retain the 
external sphincter if possibl 


Seven years ago I courant on & young woman of 25 who was 
five months pregnant and was suffering from a carcinoma of 
the posterior wall of the rectum of about the size of a five 
shilling piece. The lower border of the growth was about an 
inch from the sphincter. I commenced the operation as # 
Whitehead’s operation for haemorrhoids, cutting through the 
bowel wall above the sphincter, freeing the rectum and dividing 
about an inch above the growth. I brought down the upper 
segment to the skin of the anus within the sphincter. The 
| poe went to full term, and had a living child. When 

examined her a year later she had a perfectly normal rectum, 
with yy control, and no sign of recurrence. Unfortunately 
she was then suffering from splenomedullary leucocythaemia, 
from which, no doubt, she has since died. 

Three weeks ago 1 operated on a man of 60 with a carcinoma 
of the upper part of the rectum at the level of the sacral pro- 
montery.. The lower edge of the growth could just be reached 
with the finger peranum. I commenced the operation by the 
abdominal route, dividing the bowel at the lower part of the 
sigmoid and closing each end. I separated the distal portion 
of the sigmoid and rectum from the sacrum, dividing thé 
mesorectum as near the sacrum as ible. After freeing thé 
bowel as far as possible from above I pushed it down into the 
pelvis and freed the peritoneal attachments of the sigmoid. A 
very slight division of the mesosigmoid (as far from the bowel 
as possible) was sufficient to liberate a portion ten inches long 
sufficient to reach to the anus. I sutured the peritoneum to 
this on each side high up, so as to close the floor of the pelvis. 
I then proceeded to remove the lower partially freed portion of 
rectum and sigmoid anum, making an incision around the 
anus as for a Whitehead operation, cutting through the wall 
immediately above the sphincter, and freeing the rectum from 
its attachments as far as possible with the finger. I divided 
the levator ani between forceps, finally bringing the bowel out- 
side through the anus, and I divided the remaining portion of 
mesorectum, and removed it. The portion removed is here 
shown with the carcinoma in situ. It comprises the whole of 
the rectum and part of the sigmoid, and is about 10 inches long, 
The cancer, situated just above the peritonealattachment to the 
rectum, extends for about two-thirds of the circumference, but 
does not appear to invade the muscular wall, and there was no 
obvious glandular infection. The sigmoid was brought down 
within the sphincter, opened, and sutured to the skin. Ths 
patient, so far, is making a good recovery; there was considerable 
shock for about four or five hours, which had completely passed 
off before the next morning. He has already some sphincter 
control, and I hope in course of time it may be complete. 


Sir C. Gorpon- Watson, K.B.E., C.M.G., F.R..S., 


London. 


Wen the British Association of Surgeons met in London. 
last month I asked Sir Berkeley Moynihan what operation. 


he employed for excision of the rectum. He stated, itt 
reply, that he had changed his mind more often with regard 
to the surgical treatment of cancer of the rectum than with 


regard to any other surgical subject. This statement is, I. 


think, good evidence that the surgical treatment of car-. 
cinoma of the rectum is not yet stabilized. There is no 
doubt that the operative treatment of cancer-of the rectum 
is one of the most important outstanding surgical problems 
of the present time. I think we are all agreed that the 
conclusions at which Mr. Miles has arrived on pathological 
grounds are most convincing, and that the method of 
operation which he advocates represents a high surgical 
ideal and is one which we would all willingly emplay if the 
mortality could be further reduced. Unfortunately,. the 
human equation plays havoc with high surgical ideals. 

It was early in 1909 that my friend Mr. Ernest Miles 
invited me to visit the Cancer Hospital and see his new 
method of excision by the combined route. I went, I saw, 
I admired, and I was convinced: the operation appealed to 
me as an ideal radical method. In April of that year I 
performed my first abdomino-perineal operation by Miles’s 
method, and from 1909 to August, 1914—that is to Say, 
until I went to the war, I excised the rectum by this 
method 32 times with 11 deaths. Since the war I have 
performed the same operation twice (for high 
with one death (pulmonary embolism) and a 
excision with preliminary colostomy 10 times with 2 
deaths. Since-the war I have employed either spimal 
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anaesthesia or gas and oxygen separately or combined in 
all cases of excision, and I have had no trouble from shock. 
My mortality and Miles’s mortality for the abdomino- 
perineal operation are approximately the same—aboui 34 
r cent. Owing to five years’ absence at the war I have 
been unable to trace the after-history of all the cases that, 
recovered, but I know that 10 of the 21 are dead, and I 
only know of 5 that are certainly alive. The remainder 
have not been traced. Leaving out the untraced cases, 
this gives a recurrence mortality of about 66 per cent. 
When I returned to civil practice after the war, and had 
ascertained that the abdomino-perineal method with its 
heavy operation mortality did not confer a high immunity 
from recurrence, I’ felt that it was time to reconsider 
my attitude towards the operation. I consulied my 
colleague at St. Mark’s, Mr. Lockhart-Mummery, and 
found that during the period of the war he had 
given up the abdomino-perineal method for growths 
below the recto-sigmoidal junction, and had adopted a very 


free excision from below after preliminary colostomy. His 


operation mortality was about 7 per cent., and the recar- 
rence mortality of his early cases appeared to be no worse 
than after the abdomino-perineal operation. I then argued 
that if 93 patients recovered out of 100 after this operation, 
and if one-third of these escaped recurrence, 31 would 
ultimately survive. On the other hand, if 100 patients 
‘were operated on by the abdomino-perineal method 
66 would survive the operation, and if one-third of these 


escaped recurrence, only 22 would ultimately survive—thas 


is, a final mortality of 88 per cent. against 69 per cent. If 
the recurrence mortality of the perineal operation is as 
high as 75 per cent., the final results of the two methods 
‘would be about the same. It is well known that many 
operable cases are unsuitable for the abdomino-perineal 
operation on account of age or excess of fat, or some 
other disease. Many of these can be dealt with by the 
perineal method under spinal anaesthesia with comparative 
safety. I therefore decided to employ the perineal method 
with preliminary colostomy until it could be shown that 
the final results of this method were not so good as the 
final results of the abdomino-perineal, reserving the 
abdomino-perineal method for all growths at or about the 
recto-sigmoidal junction which cannot be satisfactorily 
removed by the perineal method. ; 

If we are to make real progress in the operative treat- 
ment of this disease, it is essential that the general practi- 


- tioner should endeayour by more frequent rectal examina- 


tion to establish a diagnosis at an earlier stage than is 
usually the case. During the year 1919, 47 new patients 
attending the out-patient department of St. Mark’s 
Hospital were diagnosed as suffering from carcinoma of 
the rectum, and in no fewer than 42 of these—that is, 89 
per cent.—the growths were diagnosed as fixed and in- 
operable. Until the results of our experience can be based 
on the operative treatment of comparatively early cases, 
not only will the material be insufficient on which to draw 
safe conclusions, but we shall always be handicapped in 
arriving at conclusions from the final results of any 
particular method of excision by the uncertainty of the 
existence of metatasis at the time of operation. 
y 


Hasmuton Draummonp, M.B., F.R.C.S.Ed., 


Newcasile. 
I wovtp venture to endorse the view of Mr. Turner and 


- offer the opinion that every operation undertaken for 


eancer of the rectum should aim at a thorough local 
removal as the most essential part of the operation, what- 
ever variety of operation or procedure may be decided 
upon. I base this opinion upon two considerations: first, 
the common experience that cancer very frequently recurs 
locally—that is to say, in tissues outside the bowel in 
relation to the primary growth by the lymphatics; and, 
secondly, upon some microscopical work I did upon the 
spread of cancer of the rectum. This investigation I com- 
menced before the war, and I took up the work again afew 
months ago. In all, I examined ten specimens, removed in 
each case by operation, not late post-mortem cases, and 
they were all the common type of growth found in the 
rectum (adeno-carcinoma). ‘The object of the inquiry was, 
I need scarcely say, to make out the line of invasion alon 
which the cancer cells spread from the original growth. 
may say at once that observations from serial sections cut 


in these few cases’ failed to demonstrate any spread of 
cancer up and down the bowel wall, but on the other hand 
showed that the spread from the primary growth was by 
direct extension outwards through the bowel wall to the 
reg gem in the adjacent mesentery. If this be so—and I 
think I am correct in my assertion—it would follow that 
it is most important to take plenty of time over the local 
resection. 

It appears to me that we have not laid sufficient stresg 
upon the type of individual in selecting our class of 
operation; for example, to perform an abdomino-perineal 
operation on a person—say a thin woman—with a broad 
shallow pelvis is an easy and safe undertaking, whereas in 
a stout muscular man with a narrow pelvis and a tight 
mesentery it may present great difficulties, and be followed 
by very grave shock or even a fatal result. 

One more point I would like to mention refers to the 
difficulty in attempting to predict the result of operation, 
from the stage of the disease. For example, a case on 
examination may present signs of old-standing mischief— 
fixity of the growth by extension to the surrounding 
structures, and other indications of advanced local mig. 
chief, all of which are in keeping with a long history—and 
yet the patient may do well after operation so long as 
there are no signs of distant dissemination. I might, 
perhaps, bo allowed to allude to one example which upset 
all our calculations. 

A stout lady, aged 62, had left colostomy performed for 
chronic intestinal obstruction due to highly situated cancer of 
the rectum which was said to be irremovable. THe operation 
was done | dividing the sigmoid colon about its middle, 
closing the lower end and returning it into the abdomen, the 
upper end being brought out to form an artificial anus. The 
— remained well for six months, and was eutirely free 
rom all serious trouble except the discharge of mucus from 
the anus occasionally. At the end of this time she began 
to have pain associated with increasing anal discharge and 
haemorrhage. She came under the care of Professor Ruther- 
ford Morison one year after the colostomy had been per- 
formed. The malignant growth of the rectum was found 
to invade the posterior part of the vaginal wall and was 
fixed to the uterus, but apparently not immovable behind. 
Above the growth the gut was distended by septic contents which 
discharged at intervals, giving rise to relief for a short while. 

There were no signs of secondary deposits. The growth, 
though very extensive, still appeared to be local. The patient 
consented to operation, which was performed in January, 1911. 
The coccyx was removed and the posterior vaginal wall divided. 
The whole of the rectum, up to the colostomy, the uterus, and 
portion of the posterior vaginal wall were removed. Micro- 
scopic examination showed that the growth had invaded the 
glands in the mesentery and in the vaginal wall, and was very 
extensive in the bowel wall itself. It is now more than nine 
aud a half years since this operation was done, and the patient 
still remains well and free from recurrence. 

Good results in such long-standing cases show that 
cancer of the rectum is capable of undergoing natural cure 
in the same way as other forms of cancer, as is perhaps 
most commonly seen in cancer of the breast. 


R. H. Sway, O.B.E., M.S., F.R.C.S., 
London. 
I rake it that everyone will agree that the aim and object 
in operating for malignant disease is the entire eradication 
not only of the primary growth, but of the area likely to 
be infected by the disease, whether by direct continuity or 
by lymphatic spread. Mr. Ernest Miles has clearly demon- 
strated the lines in which extension may take place, and 
the pathological work done by Dr. Leitch on specimens 
which I have personally removed, entirely bears out what 
Mr. Miles has maintained. From my experience of these 
cases I look upon the upward zone of spread in the meso- 
rectum and the pelvic mesocolon in the lymphatic area 
between the intermuscular lymph space and the pararectal 
and mesocolic lymphatic glands, as of greater importance 
than either middle or lower zone, though these are areas 
which must be removed. It is doubtless an experience of 
all of us, in commencing an operation on a case which 
from clinical examination appears to be early and one 
eminently suitable for removal, even where the actual 
growth is limited to only a portion of the circumference of 
the bowel and is movable on the muscular wall, to find that 
lymphatic extension has already occurred into the pelvic 
mesocolic area, that the glands may be definitely infected, 
or, even more rarely, that there may be a metastatic deposit 
in the liver, which would compel one to abandon any idea 
of radical removal. This has been my experience in at least 
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six cases, and the lesson it teaches is that every operation 
designed for the radical removal of a cancerous rectum 
should commence with a thorough abdominal exploration. 
In this way I find myself at considerable variance with 
Mr. Grey Turner, who appears to regard the local spread 
of malignant disease of the rectum by direct continuity as 
of more importance than through the lymph stream, and 
who also states that the disease remains strictly local for 
a comparatively long period. Nor can I agree with him 
that it is sufficient to divide the bowel two and a half 
inches above the growth. ‘ 

In any criticism of the various operations which have 
been described it is necessary to have clearly in one’s 
mind which is the one that will give the patient the best 
chance of both immediate and ultimate recovery, and the 
best chance of putting him into a position to earn his 
livelihood should such be necessary for him. Taking as 
our standpoint the proved anatomical and pathological 
lines of spread of the disease, there can be no doubt that 
any operation of limited extent, as by perineal or trans- 
sacral route, is useless, as is shown by the figures produced 
by Mr. Miles. Something more radical is necessary, and I 
venture to assert that no operation which does not remove 
the greater part of the pelvic colon together with the 
pelvic mesocolon and lymphatic area cannot give ‘that 


' promise to the patient that Sir Berkeley Moynihan said 


yesterday he had a right to expect from his surgeon. It 
seems to me doubtful if the zone of upward spread can 
be eradicated by any operation conducted by the sacral 
route unless combined with a direct attack from the 
abdomen, when this area can be more thoroughly dealt 
with under direct observation; whilst, in addition, the 
ywrterial supply of the lower bowel can be ligatured at an 
early stage of the operation. 

I cannot advocate an abdomino-anal operation by which 
the descending colon is mobilized from above and brought 
down and sutured to the anus, for I maintain that the 
contents of the ischio-rectal fossa and the levatores ani 
muscles must be removed to eradicate a potential area of 
recurrence. Any such procedure would leave the patient 
with an incontinent sacral anus, and I must say that in 
my experience a patient is left much better off with an 
artificial anus in the inguinal region than with an incon- 
tinent sacral opening. With very little attention, an 
inguinal colostomy opened through a muscle-splitting 
operation can be kept free from any but very slight 
inconvenience. 

For these reasons I strongly advocate in the majority of 
cases attack by the abdomino-perineal method, and have 
closely followed Mr. Miles’s technique. I am aware that 
the high immediate mortality has been urged against 
the operation, but with increasing experience and with 
the improved methods of preliminary preparation and 
anaesthesia of the patients, I am sure this can be 
materially improved. In my own practice I have per- 
formed the operation eleven times. These cases range 
between the ages of 30 and 70 years, but two of them have 
only been operated upon during the last twelve months. 
Both are, so far, well and are at work. Of the remaining 
nine two have died of recurrence—one a year after the 
operation, from recurrence in the liver, and the other two 

ears after the operation, from a slow recurrence extending 
rom the perineal scar into the buttock. In this last case 
local recurrence was noted a year from the operation but 
spread in spite of further operation. After death there 
was, on post-mortem examination, complete absence of any 
visceral recurrence. In this case I was unfortunateenough 
to rupture the bowel at the seat of growth during the 
perineal part of the operation. One case I am unable to 
trace, but I know that he was alive and doing his full 
work eighteen months after the operation. The remaining 
six cases are all perfectly well. I have seen them all 
recently, and find no evidence of any growth at intervals 
of five and a half years, of six years (in two), of seven 
anda half yéars (this patient was aged 70 at operation), 
of nine years, and of eleven years. ‘Thus, even assuming 
the untraceable case to have died of recurrence, this 
leaves a percentage of 66 per cent. alive and free from 
‘recurrence at periods from five and a half years to eleven 
years after the operation. In these eleven cases there was 
complete freedom from immediate mortality. I think 
even these few cases justify the view that the abdomino- 
perineal operation gives the patient the best chance of 
ultimate eure. It is admittedly a severe operation, 


especially in a feeble patient, and may present physical 
difficulties in a stout patient. In these circumstances, and 
with a growth placed quite low down in the rectum or 
involving the anal canal, a sacral operation after a pres 
liminary colostomy might be advisable. Certainly each 
individual case must be considered from every point of 
view, but I feel that the abdomino-perineal method holds 
out the greater promise of radical cure. 


D. P. D. O.B.E., Ch.M,, F.R.GS., 
Assistant. Surgeon, Edinburgh Royal Infirmary. 


Mr. WIitkr® thought that most surgeons would agree with 
Mr. Grey Turner that the ideal toward which to strive was 
the detection and diagnosis of the disease in such an early 
stage that resection with the preservation of the natural 
sphincters would be justifiable. The immediate question, 
however, was whether anything approaching a unanimous 
decision could be given on what should be the standard opera- 
tion in the relatively late but still operable stage of the 
disease. The majority of surgeons had decided, he thought, 
that the operative treatment should consist of two essential 
parts—a preliminary and permanent inguinal colostomy, 
followed by a free, deliberate and anatomical removal by 
dissection of the rectum and perirectal tissues from below. 
The essentials were to get.an operation which was thorough 
and yet reasonably safe. When at the first operation 
the pelvis was explored and the extent of the growth 
determined, the lower portion of the pelvic colon should 
be pulled downwards to test its mobility in that direction. 
Lack of mobility would usually be found to be due toa 
vascular pedicle containing the descending branch of the 
inferior mesenteric artery. Division of this vessel high up 
between two ligatures would appreciably increase the 
mobility of this part of the pelvic colon, and allow of its 
being drawn down at the second operation without fear 
of compromising the blood supply of the stump which 
would be left. It was advisable in many cases to allow 
the patient a respite of two or even three wecks between 
the colostomy and the second operation. The improve- 
ment in the patient’s general condition during this period 
of rest was often most pronounced. 

The dangers associated with the second operation were 
shock and sepsis. The risk of the latter could, he 
believed, be reduced by utilizing the interval between first 
and second operations in immunizing the patient by two 
or more injections of a mixed B. coli and streptococcus 
vaccine, followed on the night before the second operation 
by subcutaneous injection of 8 c.cm., or better, 10 c.cm., 
of a 2 per cent. isotonic solution of nucleinic acid to pro- 
duce a leucocytosis. He had shown experimentally that 
an animal’s resistance to peritoneal infection could be in- 
creased two-fold by this preliminary treatment, and he 
had no reason to suppose that it was not equally helpful 
in infections of cellular tissues. The shock associated 
with the second operation could be minimized by free 
exposure of the parts in the exaggerated lithotomy 
position, the removal of the coccyx and lower two seg- 
ments of the sacrum, the systematic isolation and ligature 
of the main klood vessels, and the avoidance of all forciblé 
traction on the rectum and its suspensory ligaments. On 
opening the peritoneum, the lower part of the pelvic colon 
should come down readily, and after being cut across 2 to 
3 inches above the growth the end should be closed by 
inserting a suture such as that used for the closure of 
a duodenal stump. The operation described was sub- 
stantially that practised in Sir Harold Stiles’s clinic in 
Edinburgh, and he believed that it fulfilled the conditions 
of the standard operation in Leing radical and yeb 
reasonably safe. 


GenERAL Discusston. 

Dr. Cuar.es Mayo (Rochester, U.S.A.) did not distinguish 
cancer of the rectum essentially from cancer in other 
parts. He frequently had difficulty in deciding clinically 
between ‘the hard glands of cancer and the ordinary 
infected inflammatory glands. In young people rarely 
would a case be cured, no matter what the situation of 
the cancer. Cancer in the right side of the colon was held 
back fora longer time than cancer in other parts of the 
colon, because of the absence of glandular infection. He 
advocated the’ combined abdomino-perineal operation, 
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employing the electric cautery knife for complete resection. 
He pointed out that in operating on cancer it had to be kept 
in mind that it was a chemical condition which stimulated 
cell life; and was not necessarily a bacterial stimulation, 
and these derangements of cell growth were due to altera- 
tions in the chemistry of the life of the cell. 


Sir Haminton Batiance (Norwich) was strongly of 
opinion that a local excision of the rectum could not be 
considered satisfactory without removal of the whole 
rectal apparatus. He always performed inguinal colostomy. 
Patients would have to submit to an artificial anus in 
the inguinal region; it was the price they had to pay for 
their disease and its successful removal. A person with 
inguinal colostomy was not necessarily one who suffered 
any very great discomfort. 


REPLIES, 


Mr. Grey Turner, in replying to the discussion, said 
that he had never expressed a hope that any manipulations 
would enable them to save the sphincter, unless the cases 
were sent at an earlier stage than formerly. He had hopes 
that if surgeons got cases in the earliest stage they would 
be able to carry out operations which would preserve the 
sphincter. Complete local removal of cancer of the rectum 
was of extreme importance; he found that in following 
the guidance of Mr. Ernest Miles in doing the combined 
abdomino-perineal operation so much time was spent in the 
abdominal part of the operation that the perineal or sacral 
part of the operation was apt to be scamped. He regarded 
the local removal as that part of the operation which was 
of more importance than that which dealt with a probable 
cancerous invasion in the upper glandular zone. 


Mr. Ernest Mies said that there were still two schools 
—one claiming the abdomino-perineal method, and the 
other adhering to the lower route. There was no question 
about the great necessity for complete and thorough local 
removal. He would like to goa stepfurther. For fourteen 

ears he had practised thorough removal, leaving nothing 
Pat the bones and the bladder, and still recurrences 
happened, and these recurrences happened in a region 
absolutely out of reach by operation from the perineal 
route. The radical operation included the upward zone or 
spread, and, in his view, the clearing out of that area was 
just as important as clearing out the axilla in cancer of 
the breast. His original mortality was due to (1) sepsis, 
and (2) faulty anaesthesia; by sepsis he meant not only 
contamination of the peritoneum, but also sepsis taking 
place in the interior of the large intestine. Before the 
radical operation was performed, drainage of the bowel 
should be established for some weeks by means of a 
temporary caecostomy. By that procedure the bowel was 
drained, and there was not the same danger of septic 
absorption which was a fruitful cause of death. As 
regards anaesthesia, many cases succumbed to chloroform 
poisoning, and he had adopted spinal anaesthesia with gas 
and oxygen. He looked to the time when the mortality 
would be materially reduced—say, to the same level as 
that which prevailed in hysterectomy. ‘ 


Closing Remarks by the President. 


Sir Gzorce Makrns, President of the Section, in bringing 
the business of the Section to a close, congratulated the 
members on a very excellent meeting. He could not 
recall any occasion in past meetings of this Section in 
which there were more excellent speeches or more 
excellent material produced, so that the interest and 
attention of the audiences were never allowed to flag for 
a moment. He thought that the Section could not have 
been better served than it had been by their colleagues. 
With regard to the policy of those responsible for the 
meeting, he thought they had to express very great 
satisfaction that the Section was not confined actually 
to the usual limits of general surgery, but was permitted 
to have the benefit of papers by Mr. Kidd, Mr. Tilley, and 
Lieut.-Colonel Elliot, whose papers, while in a manner 
belonging to limited sections of surgery, really belong to 
the whole science of surgery. He thought that great | 
advantage would follow from this policy and from the | 


opportunity they had had of hearing men with special 
knowledge on these subjects. He thought that the intro- 
duction of these specialties was a good thing in anothes 
way, as it brought them before a larger audience. Thera 
was only one disadvantage in bringing those special 
subjects before the Section of General Surgery, and that 
was, that to the experts they appeared to be so very eas 
that the general surgeon might be tempted to think that 
they really were as easy as they appeared, 


OXYGEN INFLATION OF THE PERITONEAL 
CAVITY FOR RADIOGRAPHIC PURPOSES. 


(With Special Plate.) 
BY 


J. E. H. ROBERTS, O.B.E., M.B., B.S., F.R.C.S., 


ASSISTANT SURGEON, ST. BARTHOLOMEW’S HOSPITAL; SURGEON, 
BROMPTON HOSPITAL FOR DISEASES OF THE CHEST. 


Tue method of distending the peritoneal cavity by oxygen 
gas, which was introduced by Weber in Germany, followed 
by Rautenberg and Goetze in Germany, Stewart and Stein 
in America, and Alessandrini in Italy, has proved to be 
of great value in exact clinical diagnosis. 

By allowing the separation of the liver and spleen from 
the diaphragm, it has enabled the outlines of these organs 
to be seen clearly for the first time. By compressing and 
displacing the empty intestines it enables the other solid 
viscera and abdominal tumours to be examined. 


Method. 
The procedure I have adopted is as follows: 


1. Preparation.—In order that the intestinal tract shall be 
empty the preparation of the patient is begun forty-eight 
hours before the examination. Castor oil is given on twa 
successive evenings, followed on the first occasion by an 
enema next morning. On the day of the examination no solid 
food is taken and no enema given. An hour before 4 to i grain 
of morphine is injected. 

2. Inflation of Peritoneum.—A point about lin. below and to 
the left of the umbilicus is chosen, and with a very fine needle 
a track down to the peritoneum is anaesthetized with 1 per 
cent. novocain. Along this track an ordinary lumbar puncture 
needle is inserted. It is quite easy to identify the anterior and 
posterior layers of the rectus sheath with the point of the 
needle, and when the posterior layer is felt the needle ig 
slowly pushed on about and inflation is begun. Messrs. 
Coxeter and Co. have made for me an inflation set, which 
consists of an oxygen cylinder, a 13 gallon rubber bag enclosed 
in a net with vulcanite taps at each end, an apparatus for 
warming the gas by means of an electric lamp, a glass tuba 
with a bulb for sterile cotton-wool to filter out bacteria, and 
a connexion which plugs intoalumbar puncture needle. The 


part from the glass tube to the needle can be boiled. The bag 


is first filled with oxygen and the connexion is plugged into 
the needle, which has been introduced into the peritoneal 
cavity. Slight pressure on the bag now causes the gas to 
distend the peritoneum. The pressure is continued until the 
abdomen is markedly distended, when the needle is withdrawn. 
It is not necessary to measure the amount introduced, but an 
average adult does not require more than 3 to 4 litres—that is, 
about half a bagful. The amount varies with the laxity of the 
abdominal wall. The liver dullness, as determined by percus- 
sion, disappears when the first 300 to 500 c.cm. have entered. 

3. Deflation.—After the x-ray examination is over the patient 
is rendered comfortable by again inserting the needle through 
the anaesthetic track and allowing the gas to escape. Slight 
pressure of the hands on the abdominal wall facilitates thi 
The gas cannot ail be expressed, and the liver dullness does no 
return for twenty-four hours. 


If the gas is not removed it is slowly absorbed, the 
process not being completed for five to six days as a rule. 
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MEMORANDA. 


Dangers and Discomfort. 

Dangers.—The objections to the method are largoly 
‘theoretical, and no ill consequences have occurred in the 
fifty cases I have inflated, nor in any of the many cases 
of which published records exist. The dangers which 
may be anticipated are: 

1. Puncture of the Intestine.—In practice it is found that live 
gut always gets out of the way, though it is easy to puncture 
the intestine in a cadaver. 

2. Puncture of veins in the.omentum or mesentery with 
consequent gas embolism or bleeding. This has not occurred. 

3. Infection of Peritoneum.—It is unlikely that mere puncture 
of gut by a fine needle would lead to infection and the carrying 
jn of a punched-out piece of skin is avoided by the use of a 
sharp needle with an obturator. 


Discomfort.—About half the patients complain of no 
discomfort. Pain in the right shoulder, due to the falling 
down of the liver and drag on the diaphragm, is often felt. 
It can be minimized by keeping the patient recumbent, 
and is at once relieved by lowering the head and raising 
the pelvis. In only two of my patients has it been at all 
severe. The removal of the gas at the end of the exami- 
nation is important, as it at once relieves the pain in the 
shoulder and any discomfort from distension. Several 
private patients have returned home by train immediately 
after deflation, and have stated that they were quite 
comfortable. 

The site of injection has been chosen with some care, 
though in cases with abdominal adhesions it may have to 
be varied. By puncturing through the rectus muscle one 
is enabled to determine the proximity of the peritoneum 
by feeling the posterior layer of the rectus sheath. By 
chocsing a spot below and to the left of the umbilicus the 
omentum may be avoided. 


Positions for Radiography. 
For various organs different positions must be adopted. 
The ones which have given most information are as 
follows: 


1. Patient supine: (a) Rays from below; ()) rays from the 
side. 
2. Patient prone: Rays from below. . 
This is the most generally useful position for the solid 
e organs and gives a wonderful view with the screen. 
3. Patient upright: Rays from behind. 
This position is rarely necessary and is very uncom- 
fortable. It may be used to demonstrate visceroptosis. 
4. Patient lying ou side: (a) Rays from below; (4) rays 
5 from the side. 
‘6. Trendelenburg position. Prone or supine. (For the 
pelvic organs.) 
6. Occasionaliy other positions—for example, semi-lateral 
or knee-elbow—may be necessary. 


Resulis, 


‘The spleen is readily seen and its size and contour 
demonstrated. The liver is also easily examined in 
various profiles and its ligaments become visible. The 
gall bladder, if enlarged, is seen and calculi are readily 
shown if opaque. If translucent calculi are present, they 
are seen as translucent areas within the gall bladder 
shadow, as they are more translucent than the mucus or 


bile they displace. The kidneys are seen in their whole 


extent, though they appear a vertebra lower than normally. 
The situation-of calculi within the organ is clearly made 
out. Intra-abdominal tumours can be cleariy made out 
and their attachments defined. The female pelvic organs 
are visible, though at present it is difficult to distinguish 
between a solid ovarian tumour and a uterine fibroid. 
Abdominal adhesions are oftea clearly shown. Tumours 
of the stomach, colon, and urinary bladder may be demon- 
strated by combining this method with inflation of the 
cavity of the organ concerned. The lumbar vertebrae are 
more distinctly shown than by the ordinary methods and 
a psoas abscess shows very clearly. ; 

Ie has been suggested that the diagnosis between sub- 
phrenic abscess and empyema could be readily cleared up 
by obtaining the separation of the liver from the diaphragm, 
and that possibly obscure hernias such as obturator hernia? 
could be accurately diagnosed. : 

The technical details of the radiography will be dealt 
with by the radiographers. The accompanying plates 
were taken by Drs. N. S. Finzi, Dudley Stone, Martin 
Berry, and H. T.George. I am indebted to my colleagues 


at St. Bartholomew's Hospital for the opportunity to 
inflate many interesting cases. i 
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A CASE OF ENCEPHALITIS LETHARGICA. 
Since this disease is likely to become more prevalent, I 
think it is desirable that notes of cases should be carefully 
taken and recorded, with a view to analysis for diagnostic 
purposes. In my notes of the following case I regret the 
absence of the results of lumbar puncture, and of blood 
examination. In other recorded cases, however, these 
examinations have not disclosed much that is important. 
The urine showed nothing unusual. 


A muscular man, aged 49, of good health and habits, saw 
double on May llth. He consulted me on May 12th solely on 
account of this symptom. Otherwise he felt quite well. Ex- 
amination showed binocular diplopia on looking downwards. 
Pupil reflexes, the extrinsic ocular muscles, and patellar refiexes, 
were normal. A report from an eye hospital on May 13th stated 
that there was ‘“ paresis of the superior oblique.” 

I was informed on May 14th that he was not so well, and was 
weak, very silent, and somewhat changed in manner and 
appearance. I visited’ him on May 15th and insisted on his 
going to bed. ‘l'emperature: Morning, 102.4°; evening, 101.4°. 
Pulse : Morning, 120; evening, 98. Respirations: Morning, 20; 
evening, 26. binocular diplopia present; ptosis left eyelid; 
sweating very general; flexibilitas cerea; Kernig and Babinski 
signs positive. Ocular conjunctiva congested; pupillary re- 
actions to light and accommodation positive but sluggish, 

ay 16th: General condition as on preceding day. Dro 
but easily aroused. following high 
found necessary ; stilldrowsy. On May 18th he was perspiring 
freely ; tache cérébrale present; disappearance of diplopia. 

May 19th: ache cérebrale. Inteliect clear; can recall with 
unexpected accuracy, having regard to his stuporous appear- 
ance, the date and circumstances of his first feeling ill. He can 
close his eyelids, but cannot open them. [If I inttiate the act 
for him by gently lifting the lids, he can complete the opening ; 
this I repeatedly confirmed. 

May 20th: Enema given for constipation ; general symptoms as 
on the previous day, but more lethargic. Sweating of face (especi- 
ally over chin) and of hands. General wasting of whole body 
and also of face. Digital pressure over the intercostal s 
in mid-axillary line, both sides, elicits pain. “Similarly there is 
tenderness to digital pressure over the lateral branches of the 
posterior rami of the thoracic nerves, at a short distance from 
the vertebral spines. 

May 2lst: Sweating general, especially profuse over beard 
area. ‘lhe next day ptosis of left eyelid more noticeable; no 
nystagmus, rotatory muscles of eyes acting normally. 

May 23rd: Sweating freely, great wasting. No longer ptosis 
of left lid. Tongue, which hitherto was very dry and not easy 
to see (owing to inability to open the mouth satisfactorily), 
moister and better projected. Sweating on the chin area 
greater than on any other part of the face. 

May 24th: Sweating freely. Incontinence of urine. Slight 
ptosis of right lid; lagophthalmos. 

The following day the bowels, hitherto much confined, moved 
naturally. Opening and closing of eyelids is under volun 
control. Since May 19th he has been unable to open his eyeli 
without my initiating the action for him. : 

May 26th: Bowels moved naturally. Slight ptosis of right 
eyelid, as yesterday; recession of right eye. Opening and 
closing of lids under voluntary control. . P very weak, 
For the first time since illness cough is present. On examina- 
tion of the lungs, hitherto repeatedly negative, there is dull- 
ness.and bronchophony at right vertebral border and left base. 
Patellar, epigastric, cremasteric reflexes, hitherto present, now 
abolished. Babinski’s sign negative; Kernig’s sign present, as 
hitherto. Notable epigastric distension; great prostration, 
wasting, and sweating. Tache cérébrale, present since the 
eighth day (May 18th), is now faint, and comes and goes slowly. 
Sweating over beard area not so marked. But very on 
Complains of pain in left wrist—no signs. first interossel 
and thenar eminences much wasted on both sides. Voice v 
low and indistinct. Pupils “ half-way”; light reflex abolished ; 
slight twitching at angles of mouth. lect clear; he made 
all arrangements for his funeral. Had a “* bad turn” at mid- 
night, no convulsion. Death in state of coma on May 27th (the 
seventeenth “7. Temperature before death 106°. The tem- 

erature from May 15th onwards had varied between 100° and 


03°, and had been almost invariably higher in the 
than in the evening. Re 
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The leading symptoms in this case were: (1) Binocular 
diplopia the first symptom; “mask face”; ptosis of 
variable extent. (2) The entire absence of pain. 
(3) Lethargy and flexibilitas cerea. (4). Profuse sweating 
‘and rapid wasting. (5) Constipation, until towards the 
end. (6) Pyrexia moderate in range, but of the inverted 
type ;. at the end, hyperpyrexia. (7) Notwithstanding the 
lethargy, the patient was at all times easily aroused, and 
responded to questions with surprising accuracy and quite 
rationally, 

In conclusion, I wish again to allude to the very strange 
symptom of his being able to close, but not (without 
help) to open, his eyes _— the great part of his 
illness. There had been no influenza in his home. 

J. J. Haney, M.R.C.S., L.R.C.P.Lond., 


Motherwell. M.D.Boston. 
HYDATIDIFORM MOLE: PERFORATION OF 
UTERUS. 


E. J., a single woman, 27 years of age, was admitted to 
hospital on September 20th, 1920; she gave a history of 
profuse and continuous “flooding,” beginning when a 
menstrual period was due and lasting for four weeks. After 
the “flooding” had been going on for a fortnight her 
abdomen began to swell, and she experienced severe and 
continuous hypogastric pain. Her monthly periods had 
been previously quite regular and there was nothing in her 
history to suggest pregnancy either past or present. 


On examination the patient was found to be very anaemic; 
she was still ‘‘ losing’? considerably. The abdomen was dis- 
tended, tender andrigid,and the lower half was dull on percussion. 
The rigidity prevented effective palpation. Vaginal examina- 
tion was difficult and unsatisfactory, but the cervix was found 
to be soft and the os closed. The breasts were not enlarged 
and there was no uterine souffle. On account of the acute 
abdominal signs it was decided to operate at once. When the 
abdomen was opened the peritoneal cavity was found to contain 
a very large quantity of clotted blood. The uterus was enlarged 
and resembled exactly that of a six-months —- No 
bleeding point could be found until the uterus was turned 
forward out of the wound, when a small, almost pinhole, per- 
foration was discovered on the posterior wall; immediately 
around the perforation the uterine wall was very thin and soft. 
Hysterectomy was performed and the abdomen closed as 
quickly as possible. The operation was well borne and 
recovery has been uneventful. When the uterus was cut open 
after the operation it was found to be completely filled by 
a large hydatidiform mole. The uterine wall was greatly 
thinned in places and particularly so around the point of 
perforation. 

The interesting features of the case seem to be (1) the 
extremely rapid development and (2) the difficulty or 
impossibility of making a correct diagnosis prior to 


operation. 

London, 8.5. R. C. Harkness, F.R.C.S.Eng. 
A CASE OF GONORRHOEAL MASTITIS. 

We were consulted on June 30th, 1920, by a married 

woman, who stated that she was seven months pregnant, 


and had knocked her breast six or seven weeks pre- . 


viously; the breast had become swollen, and “burst” a 
fortnight ago. 

On examination we found a swelling the size and shape of a 
tea bun occupying the upper and outer quadrant of the breast. 
It was of india-rubber consistence, and thin pus was escaping 
from two sinuses, separated by a narrow bridge of tissue about 
izin. from the nipple. A smear was taken of the pus. To 
our surprise it was found to contain gonococci; the pus cells 
were packed with typical Gram-negative diplococci. T'wo days 
later we severed the bridge of tissue between the sinuses and 
freely opened the tumour. At the same time we found that the 
patient was suffering from acute urethritis and vaginitis, with 
@ copious purulent discharge, which also contained ver 
numerous pus cells packed with Gram-negative diplococci. 
She assured us that the urethritis and vaginitis, which had a 
sharp onset, were of not more than two or three weeks’ dura- 
tion. As the free opening, followed by constant fomentation, 
had no obvious effect, we gave her, at five-day intervals, four 
subcutaneous injections (5 million each) of a gonococcal stock 
vaccine. With this treatment the discharge from the breast 
ceased, the wound healed, and the lump rapidly retrogressed. 
Active local treatment of the genital area was also carried out. 
The husband denied ever having had gonorrhoea, and presented 
no symptoms. 

We conclude that we were dealing with a case of 

rimary gonorrhoeal mastitis with a urethritis and vagin- 
itis secondary to it. As we can find no record of. gonor- 
rhoea affecting the breast we think the case worthy 


of note. 
W. H. F. Oxtey, 


London, By J. Dunpas- 


Reports of Societies. 


DECAPSULATION OF THE KIDNEY. 


A mezetiNG of the Urological Section of the Royal Society 
of Medicine was held on October 28th, with Sir Peter 
FreYER, President of the Section, in the chair. A paper 
was read by Sir THomas Horper on decapsulation of the 
kidney (printed in full at p. 727), and Mr. Vicror Bonney 
described a new operation for fixation of the kidney. The 
PRESIDENT, in opening the discussion on decapsulation, 
congratulated the Section on the excellence of the paper 
given at this the first meeting of the Section. 

Sir D’Arcy Power gave a summary of his experience 
of decapsulation. He confessed that at first he had 
been disappointed in the results obtained, his original 
series of operations having been performed on middle-aged 
and elderly patients, The cases upon which Sir Thomag 
Horder had asked him to operate were of a younger class 
and the results had been far better. With regard to the 
operation itself, there was little to be said; no particular 
difficulties had been encountered. 

Mr. Frank Kipp reported the results of four cases of 

decapsulation. Of these one had been permanently cured, 
two markedly relieved, and one temporarily improved, but 
subsequently suffered a relapse. He had not yet made u 
his mind as to what type of case was most suitable for 
operation. He operated with.the patient lying on his face, 
and stripped the kidneys while in position without an 
dislocation. It was doubtful how decapsulation acted, bu 
he suggested that to some extent it was a question of 
drainage; the lymphatics of the kidney run from the 
capsule towards the hilum, and decapsulation might well 
remedy a block in lymphatic drainage. 
. Dr. Lewis Smite said that it was most important to 
discover the right type of case for decapsulation. In one 
of his more severe cases changes in the fundus oculi were 
found, yet it had undoubtedly improved. He thought that 
nephritis accompanied by considerable oedema, but without 
marked cardio-vascular changes, was the most likely to 
benefit from operation. It must always be borne in mind 
that sometimes this very type of case got well apart from 
any particular treatment, and it might sometimes happen 
that improvement would occur, not on account of, but in 
spite of, decapsulation. 

Sir Nestor Trrarp suggested that in the two cases 
reported by Sir Thomas Horder with a low blood pressure 
there may well have been cardio-vascular changes. Mr. 
Gwynne Wittiams reported two cases which had benefited 
by decapsulation; marked improvement had occurred in 
the excretion as the result. Dr.Grorrrey Evans said that 
it was most important to obtain more than a clinical 
picture of the type of case suitable for decapsulation. He 
suggested that, as it was an easy matter to remove a smal 
fragment of renal tissue at the time of operation, it woul 
be highly advantageous to add histological to clinical data. 

Dr. Georcze Grauam put forward a plea for the chemical 
investigation of these cases. It was particularly desirable 
to test the following: diastase in the urine, urea in the 
blood, and urea concentration. The addition of this know- 
ledge would be most valuable in helping to arrive at a 
decision as to suitable cases for operation. 

The Presipent closed the discussion by reference to a 
case in which he had performed decapsulation. The 
operation had been followed by a rapid increase in the 
amount of urine passed, but the improvement wag 
——e the patient’s life being prolonged only six 
weeks. 


» 


PATHOLOGICAL DISLOCATION OF THE ATLAS, 


At the first ordinary meeting of the session of the Liver- 
pool Medical Institution, held on October 28th, Mr. F. 
Strona Heaney reported a case of pathological disléca- 
tion forward of the atlas, and showed skiagrams illus- 
trating the position of the bones before and after postural 
treatment, 


_The patient was a boy of 19. The symptoms on which the 
diagnosis had been made were occipital pain, rigidity of the 
neck muscles with prominence immediately beneath the occiput, 
and difficulty in deglutition. The cause of dislocation was 
obviously tuberculous disease, which had caused yielding of 
the atlo-axial connexions. An antero-posterior skiagram taken 
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REVIEWS. 


uth showed some lateral deviation of the 
throagh Porcbably due to unequal yielding of the atlo-axial 
ligaments. The treatment in the first ~~? consisted in placin 
the patient supine, and supporting the cervical spine forwa 
by means of a rounded wooden support. The weight of the 
head as if hung over this support dr: ed back the atlas into 
position, and produced immediate relief of symptoms. 
[he prognosis in atlo-axial disease, if detected in time, 
was good; if not detected, the condition was apt to end 
fatally and suddenly by compression of the medulla by 
the odontoid. Photographs and diagrams illustrating the 
condition were shown. ‘ 

Dr. Oram explained the radiogram, and referred to the 
difficulty of getting a photograpli through the mouth 
owing to the mechanism used for immobilizing the neck. 
A film was utilized instead of a plate for the purpose, 
The film, being flexible, could be moulded. to the curve 
of the pillow, and was thus in contact with the back of 


the neck. 
Colloidal Preparations. 

Dr. R. W. MacKenna read a paper on some experiences 
in the use of colloidal preparations, based on two years of 
clinical observation. After a short review of the history 
of colloidal medication and of the character and methods 
of preparation of colloidal solutions, he detailed some 
interesting clinical observations. His conclusions were 
that in colloidal solution of manganese a very remarkable 
addition had been made to our equipment for dealing with 
suppurative processes, while colloidal sulphur might claim 
certain advantages over any other preparation of sulphur 
available in therapeutics. He did not think that colloidal 

parations of silver possessed any special advantages 
over the older preparations of silver used with discretion 
and knowledge. Colloidal copper he had found to be quite 
useless in cases of inoperable malignant disease, and he 
was firmly persuaded that colloidal mercury would never 
displace the other older forms of that drug. Colloidal 
iodine had certain advantages. In the concluding part of 
his paper he sought to explain upon what the peculiar 
therapeutic properties of colloidal preparations depend. 
This was still obscure, and many attempts at explanation 
had served only to make the obscurity darker still. Dr. 
MacKenna was of opinion that much of their value de- 
pended on the state of extremely fine division in which the 
particles of the “disperse phase” were found. This afforded, 
relatively to the mass of the drug employed, an enormous 
surface area for contact between the tissues and the 
remedy, and at the same time supplied to the system a 
dépét of medicament from which slow, constant, and pro- 
gressive absorption in the form of true solutions might 
take place. 


THE first meeting of the 1920-21 session of the Notting- 
ham Medico-Chirurgical Society was held in the society’s 
rooms on October 27th, with Dr. BLURTON, president, in 
the chair. Dr. H. C. CAMERON, physician in charge of 
Children’s Department, Guy’s Hospital, delivered the 
dimaugural address of the session, the subject being 
“Children in general practice.’’ At the close of the 
meeting the lecturer was cordially thanked for the in- 


teresting manner in which he dealt with some of the 


problems which arise in dealing with the more common 
disorders of children. 


THE inaugural meeting of the South- Western Ophthalmo- 
logical Society took place on October 22nd, at the Bristol 
Eye Hospital. Numerous cases were shown in the morn- 
ing, and the members lunched together at the Grand 
Hotel. Mr. Richardson Cross was elected first president, 
Mr. Roper of Exeter and Mr. Coulter of Newport vice- 
presidents, and Dr. Stack secretary. Mr. CRoss explained 
the cbjects of the society. He advocated informal discus- 


sions on general ophthalmic topics which would interest 


not only oculists, but also physicians, surgeons, and 
general practitioners. Mr. ROPER, in the afternoon, opened 
a discussion on ‘‘ The causes of iritis,’’ laying special stress 
on the subject from a clinical as well as from a patho- 


logical point of view. He drew attention to the influence 


of damp as a predisposing cause, as exampled by a valley 
in his neighbourhood, from which he had noticed for a 
time that patients, especially after operation, were 


] 
BoA prone toinflammatory troubles than those in other 


parts of the county, and also to the good results which 
were obtained in very dry climates abroad. The dis- 
cussion which followed was very general and very interest- 
The society already numbers over fifty, and there 
were present at the meeting members from Bath, Exeter, 
Weymouth, Newport. and Cardiff. 
D 


ebietus. 


BIOLOGICAL PRINCIPLES, 
Tue late Professor Doncaster called his last book An 
Introduction to the Study of Cytology, but it is much 
more than that. It contains, it is true, a full summary of 
modern knowledge about the structure of the cell, its 
divisions, maturation, and fertilization, but the author has 
grafted upon this summary discussion relating to most of 
the fundamental questions of biology. From his earliest 
chapter, which includes references to such things as the 
theory of karyoplasmic strain as a possible cause of cell 
division, he loses no opportunity of presenting his facts 
as illustrations of general principles, or foundations of 
theories; and for this we:are gratetul to him, for cytology 
is one of the more highly specialized: biological sciences, 
and its technical difficulties are hardly less formidable 
than its technical vocabulary. Indeed, we doubt whether 
anyone without a great gift for writing clear English could 
ee to produce a of interest to the general 
reader. 

The most interesting part of the book, and. the -part 
in which the author was probably most interested himself, 
discusses the mechanism of inheritance, and particularl 
the theory of the individuality of the chromosomes. It 
will be remembered that in 1915) Professor Doncaster 
published a book entitled Determination of Sex, in which 
he marshalled the facts which lead many to believe that 
the difference between male and female is due to the 
presence of a supernumerary chromosome im one sex or 
the other; at the end of that book he turned: upon this 
theory and rent it. 1t appears that before the publication 
of the book now under review he more.definitely adopted 
the view that “x chromosomes” were the actual visible 
determinants of maleness, or femaleness; he went further 
than this, for he regarded the Mendelian segregation of 
characters and the phenomenon of sex-limited imheritance 
as a consequence of- the maturation: divisions of the germ 
cell. In fact, he came to believe that many of the 
appearances which the cytologist observes in the fixed 
and stained cell are but the visible expression o. the 
fundamental laws of life. ’ 

We are surprised to see no reference to the results. of 
“cell dissection.” If certain recent American authors are 
to be credited, as we believe they may be, it is possible not 
only to push the nuclear membrane of a living cell in front 
of the point.of a needle, but even to catch hold.of individual 
rays of an aster, and draw particular chromosomes out of 
the egg. It is obviously of the very highest interest that 
such cell-organs as the nuclear membrane and the rays of 
the aster should admit of handling in the living ; at 
any rate, it is proof that these structures are not due to 
‘the action of the cytologist’s fixatives. 

Most of the plates ave borrowed from original 
and represent actual structures as they:are seen in this or 
that organism. Such illastrations are of more value than 
diagrams, which attempt to present to the eye a summary 
.or collation of the structures which would be seen if a 
number of types could be examined simultaneously. 


EARLY SURGERY IN GREAT BRITAIN. 

The Early History of Surgery in Great Britain: its 
Organization and D » forms the fourth volume 
of the Medical History Manuals, and has been written by 
Dr. Gxeorce Parker,’ Physician to the Bristol General - 
Hospital and author of various historical articles—for 
example, the Barber-Surgeons and Medical Organization 
and the Growth of Medical Sciences in the Seventeenth 
Century. The period covered in this scholarly and well 
written volume now before us is from a.p. 1000 to 1850, and 
its chapters deal with thesuccessive centuries. The author 
is in full sympathy with the ancient writers, and points 
out that their methods and aims were not so absurd as 
passages frequently quoted from them, and often selected 
for their ridiculous character, might su ; many of 


their methods, after a period of disuse, have come into 


1 An Introduction to the Study of Cytology. By L. Doncaster, F.R.S. 
a University Press. 1920. (Demy 8vo, pp. xiv + 280; 
ures, 


tes. 2ls. net.) 
. 2The Harw History of Surgery in Great Britain. By G. Parker, 
M.A., M.D. London: A. and ©. Black. 1920. (Cr. 8vo, pp. 204, 8 illus- 
trations. 7s. 6d. net.) 
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modern vogue; and very possibly our technical language 
and hypotheses will appear no less quaint to future genera- 
tions. Thus, Henri de Mondeville of Paris (1260-1320) bid 
fair to anticipate Lister by 700 years, but his successors 
fell away in the search for applications to heal a foul 
wound directly—that is, for antiseptics—which contempo- 
rary science was unable to provide. The text is not rigidly 
restricted to events in this country, for the changes in 
European surgery necessarily influenced the progress of that 
art and science in Britain. The development of surgery 
in this country falls into four main periods—the first 
following the growth of universities and hospitals in 
Europe during the twelfth century; the second due to the 
great Renaissance and the elaborate educational system of 
the barber-surgeons in the sixteenth century; the third 
which sprang from the revival of hospitals and the com- 
mencement of hospital schools, and clinical teaching in 
the eighteenth century; and, lastly, the present period, 
rendered possible by anaesthetics and the discoveries of 
Pasteur and Lister, which, however, is outside the scope of 
this book. In tracing the origin of medical and surgical 
societies, which in the nineteenth century played such a 
prominent part’ in advancing post-graduate study,’ the 
incorporation’ of the Royal Society at Oxford in 1662 is 
mentioned with the remark that “of this opportunity 
physiologists and chemists quickly availed themselves, and 
even surgeons from time to time brought forward the 
results of their observations.” ‘The influence exerted 
severally by the universities, the barber-surgeons, and the 
hospitals is carefully analysed, and the chief ‘British 
surgeons receive separate biographical notices. Within a 
comparatively small’ compass Dr. Parker has concentrated 
a large amount of most interesting material set out in an 
attractive manner. ~ - si 


‘PHYSICAL RECONSTRUCTION AND 
Tue book of Dr. Harry EAron Stewart, late a member of 
_ thie Division'‘of Orthopaedics, U.S: Army, on Physical Recon: 

struction and Orthopaedics, is intended to be'a condensed 
manual which should “be of value to the physician, récon: 
struction aide, physical director, and orthopaedic assistant.” 
It contains useful information which should be of value to 
those who are not able to study thoroughly the various 
subjects dealt with. We are heartily in agreement with 
the writer in his insistence on the importance of turning 
the lessons of the war to good use in the future. That 
they should not be forgotten is even more important in the 
United States than elsewhere, for while the United States 
Military Medical Service had to treat about 200,000 
wounded, the annual total of industrial accidents in peace 
amounts to some 700,000. These should be treated as 
carefully and as thoroughly as we believe was the case 
with the war casulties. 

The section on massage calls for little comment, but 
it would have been helpful if more precise indications 
had been given—for example, in the case of the heart. 
The chapter on vocational therapy contains a good deal 
that is both interesting and useful, but the first four 
chapters of the second part on orthopaedics are dis- 
appointing, particularly that on infantile paralysis, which, 
coming from the United States, where there has 
been such an unfortunate wealth of clinical material, 
might have been expected to be of special importance. 
The tables of exercises designed to develop paretic muscles 
are, however, of value. The section on flat-foot and other 
foot troubles is of interest, embodying the experience of 
army surgeons, who, as is known, devoted much attention 
to these troubles, to which the United States citizen seems 
to be liable, 

There is a glossary at the end of the book, which may 
be of use—when it has been corrected. We would offer 
as contributions to its revision the remarks that “ valgus” 
does not mean “turned in,” nor “varus” “ turned out”; 
that “ osteomy "does not mean “to leave opening into”; 
and that “to cut into” is hardly an accurate rendering of 
the suffix “ otomy.” 


8 Physical Reconstruction and Orthopaedics.. By Harry Eaton 
Stewart, M.D.,.Captain Medical Corps, U.S. Army. ‘New York: Paul 
B. Hoeber. 1920. (Demy 8vo, pp.240+xv; 64 figures. _3.75 dols. net.) 


CHEMISTRY OF THE BLOOD AND URINE. 

In their monograph The Newer Methods of Blood ang 
Urine Chemistry Grapwont and Buarvas‘ insist that 
chemical analysis of the blood far surpasses in value the 
most intricate qualitative and quantitative urinary analygig, 
and that the two methods supplement each other, the 
blood analysis giving information about the retained pros 
ducts of metabolism. Urinary analysis may be said to 
estimate organic changes in the kidney, whereas g 
chemical examination of the blood supplies information 
about the minutiae of renal function from a pathological. 
chemical and a pathological-physiological point of ‘view, 
Thus renal diabetes, in which there is simply glycostirig 
possibly due to unusual permeability of the kidneys for‘the 
normal blood sugar and never to hyperglycaemia, cannot 
be distinguished from diabetes without a comparative 
blood and urine analysis; again, in uraemic nephritis, and 
thermic fever the creatinin content of the blood hag a 
prognostic significance which a urinary examination 
cannot provide. The authors also bring forward a number 
of case records proving the value of chemical examination 
of the blood in distinguishing cardio-vascular cases ‘with 
secondary renal disturbance from primary nephritis: with 
secondary cardiac changes. 

This volume contributed by laboratory workers sum: 
mavrizes the advances in urinary and blood chemistry.’ Ig 
is divided into three parts: .(1) The technique of blood 
chemistry; (2) the chemical analysis of the. urine; and 
(3) the blood ‘findings and their interpretation. The. last 
and much the largest section will attract the general 
reader, who will find a clear: presentation: of ‘the: most 
recent work, much of’ it by American investigators; there 
are separate chapters dealing with blood sugar, acidosis; 
blood changes in gout, and ‘blood chemistry in nephritis, 
An account of basal metabolism, which is very tiuch’'te 
the fore in America, especially in connexion with exopht 
thalmic goitre, has been added for this reason, although it 
is rather ontside the scope of this monograph, the desctip- 
tion being taken from Dr. J. J. R. Macleod’s Physiology 
and Biochemistry in Modern Medicine. 


NOTES ON BOOKS. . 


Dr. GILBERT E. BROOKE has published a volume entitled 
Medico-Tropical Practice,5 which is a second edition, With 
a new title, of a book he published in 1908. Many altera- 
tions have been made; some of the old chapters’ have 
been omitted, new chapters have been inserted, and the 
matter has been rearranged. Tropical surgery ‘and 
hygiene, as well as tropical medicine proper, are dealt 
with, and the practical aspect of matters is emphasized. 
The work as a whole is good and the book can be recom- 
mended to students, for the immense mass of information 
it contains is, for the most part, accurate. It is almiost in- 
evitable that it should not be quite up to date; we find, 
for example, no account of Noguchi’s leptospira in yellow 
fever, nor of Dobell’s work on the amoebae, nor of ‘intra- 
venous injections of antimony in bilharzia disease ;' these 
omissions, however, are necessary for the student during 
his instruction for the diploma in tropical medicine and 
hygiene. Valuable as the book is, the next edition will 
be still more valuable if subjected to a thorough revision 
in the light of modern discoveries. A great point in its 
favour is that it is not too long and discursive, a common 
fault in the larger manuals on tropical medicine. 


Sir FRANCIS DARWIN has published this year another 
book of graceful essays, whose title, Springtime,‘ is taken 
from the heading of the first paper. It is a collection of 
studies in literature and natural history, and forms a com- 
panion volume to Rustic Sounds, by the same author, which 
we had the pleasure of noticing two or three years ago. 
These twelve essays deal with ‘‘ a number of things ”’: old 
musical instruments, the nomenclature of fiction and of 
English plants, Sir Norman Moore’s history of St. Bartho- 
lomew’s Hospital, the author’s childhood at Down, the 


4 The Newer Methods of Blood and Urine Chemistry. By R. B. H. 
Gradwohl, M.D., and A. J. Blaivas. Second edition, revised and en- 
larged. London: Henry Kimpton. 1920. (Roy. 8vo, pp. 418; 75 _ 
figures, 4 plates. 30s. net.) 

5 Medico-Tropical Practice: A Handbook for Medical Practitioners 
and Students. By G. E. Brooke. Second edition, revised throughout 
and rewritten. London:-C. Griffin and Co., Lid. 1920. (Fcap. 8vo, 
pp. 532 ; 58 figures, 2 plates. 18s.) ; per 

8 Springtime and other Essays. By Sir Francis Darwin. London: 
John Murray. 1920. (Cr. 8vo, pp. 242; illustrated. ‘7s. 6d. net.) 
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tv years’ diary of Thomas Hearne who was a con- 
ears of Sewn, Charles Dickens’s personality, leaf- 
fall and the blossoming of flowers, and the life and works 
of men as far apart as Sydney Smith and the scientists 
Hooker and Airy. In his handling of subjects so diverse 
the author shows the wide range of his interests and 
sympathies, and that mastery of lucid statement which 
seems to nerne by birthright to every member of the 
Darwin family. It is a pleasant volume for a quiet evening 
by the fireside. 


In. The New Children,’ by SHEILA RADICE, we find an 
excellent appreciation and description of the work of 
Dr. Maria Montessori, whose name as the founder of a 
method of child education is now a household word. Put 
very briefly, the Montessori system aims at allowing the 
chiid’s mind to develop naturally without being pressed 
into’ unnatural forms. It will be remembered that Dr. 
Montessori first approached the study of normal children 
through her medical studies of defective children.” Having 
evolved a system for educating defective children, and 
finding that, trained in this way, they could compete with 
their normal brothers and sisters, she was led to the con- 
clusion that there must be something wrong with the 
system of training the minds of normal children. She 
has. now, we learn, entered upon an investigation of 
babies, believing that most is to be learnt about children’s 
minds by studying them from birth. Mrs. Radice is a 
whole-hearted worshipper at the shrine: ‘‘ What the 
world has to learn from Dr. Montessori,” she declares, 
«ig not only how to treat little children properly—it is a 
new philosophy of life: Of this philosophy she has as yet 
given her students but a fraction, from which they are 
endeavouring to build up the rest for themselves.’?. When 
Dr. Montessori visited England last: winter, this distin- 
guished. member of our profession was entertained at a 
public dinner, with the President of the Board of Educa- 
tion in the chair, and Mrs. Radice prints an account of 
the. speeches. as an appendix to this interesting little 


~ MAURICE LEVEL, whose Crises,® or short stories of mystery 
and horror, have been admirably translated from’ the 
French by ALYS EYRE MACKLIN, was a medical student, 
and so, as the late’ H. B. Irving writes in'a sympathetic 
introduction, acquired the knowledge of and sympathy 
with real suffering which gives to some of the most tragic 
of his tales a true human touch. Among the twenty-six 
selected from the’'700 contes written by M. Level for 
Le Journal, allare enthralling, and some, such as ‘‘ A Mis- 
take’, (in diagnosis) and ‘‘Under Chloroform,” have a 
medial setting. Perhaps the nearest approach to them 
in English is to be found in Miss Louise Heilger’s Tabloid 
Tales, and just as their success led to More Tabloid Tales, 
s0 we may hope for a further selection from M. Level’s 
thrilling short stories. 

If we were to assert that where three doctors are gathered 
together there is one fisherman, it would probably be an 
under-estimate, therefore there will be a large medical 
audience for Mr. ERIC PARKER’S well chosen Angler’s 
Garland.® Angling has a larger literature in English 
than any other sport, and much of it reaches a high level, 
so that the task of selection is not easy. Mr. Parker has 
judiciously cast his net wide, over some five centuries, 
and it is curious that his earliest extract, from the Boke 
of St. Albans (1486), contains implicitly the apology for 
their devotion which anglers have expressed since with 
infinite variety in prose or verse. The angler is told 
that a fish may, indeed, break him, but ‘‘ yf he faylle of 
one he may not faylle of a nother... but yf there be 
nought in the water.’’ - But evenif he do ‘‘yet atte the 
least he hath his holsom walke, and mery at his ease, 
a swete ayre of the swete fauoure of the meede floures: 
that makyth hym hungry. He hereth the melodyous 
armony of -fowles.’’ Also the angler ought to get up 
early to fish, and this ‘‘shall cause hym to be holy, and 
to the heele of his body. ...As the olde englysshe 
prouerbe sayeth in this wyse, who soo woll ryse erly 
shall be holy, helthy, and zely.’’ All later apologies for 
angling are variations on the same theme. The book is 
well printed, neatly bound, and of convenient size. 


a New Children. Talks with Dr. Maria Montessori. By Sheila 
Redice. London Hodder and Stoughton, Ltd. 1920. Cr. 8vo, pp. xv 
+ 369. 48. net. 

Crises. Tales of Mystery and Horror done into English from the 
French of Maurice Level. By Alys Eyre Macklin, with an intro- 
duction by H. m ie London: Erskine MacDonald, Ltd. 1920, 
(Or. 8vo, pp. 248. 6s. net. 

29An Angler’s Garland of Fields, 
Contentments. Compiled by Eric Parker. 
1920, (Fcap. 8ve, pp. 512. 6s. 6d. netd 


Rivers, and Other Country 
London: P. Allan and Co. 
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Appress By Lorp Justice ATKIN. 
Tue Presidential Address before the Medico-Legal Society 
was delivered on October 19th by. Lord Justice ATKIN. 
After ee his appreciation of the honour done by. 
the society, the ident said he proposed to restate, from 
the point of view of his own judicial experience, the object 
of the society and the close relation existing between the 
medical profession and the legal profession, with some 
reference to the practical issues which arise in the course 
of the administration of justice. Lord Justice Atkin 
continued: There can be no question, I think, that both 
branches of the professions—two of what used to be called 
“the learned professions” —are constantly brought together 
in the administration of justice, and with the same object 
—the desire, at any rate, to help to elicit the truth. 
The result of our being brought . is that 
there is a large body of medical and surgical knowledge 
applicable to the elucidation of the issues which 
are determined in the courts of justice. I assume 
that that would not be a incorrect definition 
of the scope of what is known as medical jurispru- 
dence. I have been very much impressed with the 
extreme importance to the State that those who take a 
rt in the administration of justice should be really 
informed upon these particular topics. Doctors are con- 
stantly called upon to give evidence in courts of law, and 
nothing can be more.painful than the state of a man who 
is brought to give evidence upon a particular topic, and to 
see, a8 one does sometimes, the man giving evidence to the 
best of his knowledge on a subject about which he.con- 
siders he really does know something, and yet to find 
himself—I don’t like to use strong | sed 
upside down by a member of a different profession who 
happens to have a very special knowledge, or has got up 
@ very special knowledge, of the subject. It is not only a 
matter which is painful to the witness, but might prove 
sometimes damaging. to his career.” And in the same way 
nothing can be, as I often notice, more distressing than to 
see a young man, entrusted with a brief for peeneps the 
first time, haying to fight against the defence of an expert 
medical witness, who counters. him at every blow, and he 
is quite making the real.point he wants to 
e..Toboth branches of the professions knowledge from 
the professional point of view appears to be of importance. 
But I think, if one remembers for a, moment the occasions 
on which medico-legal knowledge has:‘been brought to. 
bear, its value is still more apparent, remembering that the 
tendency undoubtedly is for the medical evidence to be | 
brought more and more prominently forward in the trial 
of certain issues. The tendency certainly is to emphasize 
the effect of physical conditions upon conduct, me rather 

to express motives in the terms of pathology. 

I suppose one might say that, dealing with the criminal 
law—offences against the person—medical evidence is 
usually and, in a large percentage of cases, absolutely 
necessary. That is to say, a medical man is called in to 
give evidence on one side or the other in all the offences 
that could be comprised under charges of murder, man- 
slaughter, wounding with felonious intent, or otherwise, 
all forms of assault, charges of rape and all sexual offences 
—a very large category, and unfortunately one that ten 
to fill the calendar of our courts of justice. In dealing 
with this particular topic one may say this, that the 
tendency on the part of judges is to regard a medical 
man who gives evidence, not as an advocate put forward 
by one side to establish the case, but as an officer of justice 
there to help the court to elicit the truth, and I think it 
is of extreme importance that expert witnesses should 
remember that that is their position. But, at any rate, 
the judge is entitled, I think, to rely upon the medical 
man to state fairly the medical facts that bear on the 
case. And certainly there is nothing more disco 
than to feel that the doctor is anxious to avoid making any 
admission which, in his opinion, would be likely to be 
dangerous to the prosecution. Doctors are fair, and 
are quite prepared to make any admission that they fairly 
can make in the course of the case, and I feel satiafied that 
is the real attitude in which a medical man called ina 
criminal case ought to approach the matter. 

. Well, a man may be called on at any moment of his life 
after he starts practice to take part in any of these charges 
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I have mentioned. That which comes prominently to one’s 
mind is charges of murder. From the professional point 
of view, I cannot help saying that I think a great deal too 
much interest is attached to murders and murderers. My 
experience of them is, that, on the whole, they are not an 
interesting classiof men, and asa whole they deserve very 
little sympathy. And the ordinary charges of murder that 
are made are, in the main, charges in which the facts, and 
certainly the medical facts, are not interesting atall, It 
is.only occasionally that doubt arises which can be solved 
only by medical evidence. As a rule, unfortunately, the 
facts are too plain for dispute, and the only question that 
arises is, with what motive the man committed the crime. 
Therefore I am inclined to think, when dealing with 
questions of medical jurisprudence, that it is possible to 
attach too much importance to matters which involve 
questions of life and death—not that the issue itself is 
not very important, but that from: the ordinary medical 
practitioner's point of view I suppose it is a very small 
percentage that have to give: evidence in such cases. 
Bat. it is: of course essential that there should. be:qualified 
persons who! are able to give the. court, in the. most 
difficult, questions, their assistance. There:are, however, 
important questions that arise. from time to time, and I 
suppose that any practitioner, if not brought face to face 
with an. ordi case of murder, might very often be 
called upon.to deal with the suggestion of child murder, 
aud it. isi most important, I think, that a: medical. mam 
should be:able to form) a:justiopinion in:eases of that kind. 
In addition to that, in nearly any murder case, if a doctor 
is called he weuld have: to: with: the question of in- 
sanity, and probably he is the: only person who would | 
hawe: to: deal with it: 

munder case the prosecation'is:in the hands of the 
highest authorities,.and it always is:considered necessary 
to, call a doctor in order’ to prove that the act alleged 
against. the person was the cause of death, however 
obwious the: fact.may be; In.a hopeless: case the only 
possible defence as:a rule is that.of insanity, and the; 
counsel! for:the prisoner is sure to: have to: cross-examine * 
the: doctor as to whether :-the accused: is sane or insane. 
Therefore the doetor must be prepared: to: deal with it.. It ° 
isa‘ matter of extreme importance that the doctor’ shall . 
beable to maintain his view of the: matter. Then: there | 
is;the: question of wounding-with intent. Unless one. has 
Some experience of a criminal court one would not appre- 
ciate how often S are made of wounding, and 
the great issue that has to be determined, certainly in 
indi¢table offences, is whether the wounding is felonious 
or. not, that is,,whether it was done with the intention of 
causing grievous bodily harm. That is an issue which 
depends very largely upon the medical evidence. And it 
always appears to me to be of the greatest importance 
- that the doctor should, first of all, inform himself of the 
legal: definition of grievous bodily harm. I feel satisfied 
that all members of my profession would not be able to 
tell straight off what is the legal definition. They should 
be.able:also:to give a reason for their opinion which would 
help the. jury and the court to determine the question. 
The kind of question generally asked is, “‘ Did it. require 
considerable force?” That, again, is a question which 
requires avery careful answer, and some knowledge as to 
what it means. You have to exercise very careful con- 
sideration, because the question must be answered, “ Yes ” 
or. *No,” and that may determine whether the man has 
committed felony or not. The question of wounding is 
one that a practitioner who is apprehensive of finding 
himself ina criminal court as a witness should carefully 
consider. Apropos of wounding, there is a very vexed 
question as to the state of a man’s mind caused by 
drunkenness. I suppose most persons who have practised 
in the criminal courts would agree that a very large per- 
centage of cases of wounding are charges made against 
men who committed the crime when more or less under 
the influence of alcohol. I think it is very important to 
have @ pretty fair idea in one’s own mind as to the state 
of consciousness of a man when he commits an offence of 
that kind. 

Another class of cases, to my mind the most difficult 
class of cases in which medical men have to appear, is 
those charges of rape and sexual offences generally. 
have sometimes seen medical men put in great difficulty 
in. such cases. In all cases of sexual evidence, whether ; 


consent is necessary to be negatived or not, the lady says 


she was forced and that it happened for the first time, 
It is essential, from the point of view of the defence, that 
these statements should be met, because, if the prisoner ig 
able to show that they are untrue, as any such charge 
depends entirely upon the credibility of the female witness, 
a great point is made for the defence. That particular 
issue as to whether or not the girl is a virgin seems to be. 
one which medical men know it is not very easy to pre. 
dicate with much certainty, and in which doubts upon the 
matter may reflect very seriously and unjustly upon the 
complainant, whilst, on the other hand, a great injustica 
might be imposed upon the defendant. If the medical 
witness has doubts as to the matter of certainty, it, ig. 
extremely important, to my mind, that he should not go. 
any further than a man could conscientiously go with . 
complete satisfaction to himself. I think that the 
medical adviser in a case of that kind is put occasion- 
ally in very real difficulty. He is a family dootor, 
and he finds it is his duty to make a statement which 
is detrimental to the virtue of one of his patients. It ig 
so great a difficulty that it has occurred to me. that it” 
certainly would be in the interest of the general practi- 
tioner that the court should have recourse, if they can, te 
their own surgeon—that is, there should be one man in the. 
district, recognized as) an authority in medical jurispra. . 
dence, who. would be called as having special feanieienn 
who would be able to rid: tlie private practitioner of a very. 
difficult position. Whether that would be of interest te: 
the profession, the profession themselves could best judge, 
Another class of cases—-I mention it simply because-of ite. 
importance—is one with which, I imagine, medical’ mem 
are constantly brought into contact, cases of abortion, | 
Only a short time ago a. paper was read by Dr. Spilsbury, - 
in this room, on tlie subject, when we heard some horrible - 
details of the torture to which unhappy women are put by - 
the malpractices of criminals, who are sometimes caughé 
and charged. I suppose everyone would agree that, for 
one case brought into court there are at leasta hundred 
which are not. And, in view of the public danger arising. 
from the practice, it is a matter in which medical men: 
ought to be well informed, and I think they ought. to be» 
very careful in reporting cases where they have reason to. 
suspect the fact that such a crime had taken'place—I have: 
no doubt they are. a ree 
Such. are the difficult matters which arise in respect. to 
the criminal law with which medical men meet. A medical 
man might suddenly, at the outset of his career, find himself 
having to cope with such cases. Then there is—shall I'say 
on the border line?—the important question of insanity. 
That raises a very difficult question, upon which, I suppose, 
there is a good deal of ground for belief that the medical 
view and the legal view are not completely at one. I cannot 
imagine a more important function that could be served by 
this society than, at any rate if it could be brought about, 
that both branches could agree to some formula which 
would commend itself both to doctors and lawyers. There 
ought to be some change in the formula laid down in 
Macnaghten’s case. I fancy that the chief difficulty is in 
reference to the medical view, that one ought to take into 
account, in dealing with criminal responsibility, impaired 
will power, lack of control. That seems to be the division 
between the parties, and, of course, there are many matters 
to be considered with reference to that. But, certainly, I 
am inclined to doubt whether in many cases there is as 
much difference between the mental operations of a person 
considered sane and a person who would be considered 
insane, as there is between the “mental operations of the 
fraudulent trustee and the loafer who steals a pair of 
boots. I am inclined to think that the complexity and 
diversity of the mental operation in either case could be 
compared together, and, possibly, there would be a greater 
difference in the case of the latter than in the case of the 
former. One ought also to remember that, after all, order 
has to be maintained, and it is no use criticizing the 
formula in Macnaghten’s case unless you can substitute 
some effective formula in its place which will not have the 
effect of removing all criminals from a gaol to an asylum. 
These are matters which should be discussed, and, if a 
practical solution should be arrived at, it would be of very 
great value; and one is essential before you can make the 
change which would have to be made by legislation. Again, 
I cannot help thinking that the question of criminal 
responsibility has been looked at too much in relation te 
responsibility for murder. Because the formula which 
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has to be adopted on criminal responsibility and the effect 
of it in relieving the criminal from the penal effect of the 
crime is one that is to be applied as much to the petty 
theft'as to the most serious crime. 

‘Iw addition to the question of insanity, there is the 
very important medical side in civil proceedings; and the 
number of classes of cases in which medical evidence is 
given in civil proceedings is very large indeed. I do not 
wish to deal with the question of divorce. I imagine it is 
the medical adviser who could in'most cases give a better 
explanation of matrimonial differences than anybody else. 


“One knows that it is the doctor who has to prove the 
degree. of cruelty relied upon, and the courts have to 


very largely upon an honest expression of opinion 
by the medical man. Then there are the cases'which in 
industrial districts occur more frequently than in other 
districts, cases under the Workmen’s Compensation Acts, 
where frequently you have to deal with the difficult ques- 
‘tion as to whether, first of all, the injury arises from the 
accident at all, whether the patient is suffering from partial 
incapacity or total incapacity, and if from either, whether 
that incapacity is permanent incapacity or not. One is 
‘certain to meet, as far as applicants are concerned, with 
‘these particular medical questions, and the medical man 
should ‘have his facts well in hand and. his medical know- 
ledges In addition, there are: the similar. cases arising out 


ofpersonal injury, and. as: to how far the man. has. been. 
jured 


inj by the accident that he is saffering from—questions: 
as:to nervous shock, and whether the effects of the nervous 
shock are likely to be permanent, or whether, as counsel 
the defendant will always suggest, they will disappear 
mn the verdict is given. Again, 
done to the parties on one side or the other if they are not’ 
answered accurately, and these are cases in which I think, 
erhaps more than any other, there is apt to be a degree 


_A great branch of the relations between medicine and. 
by what is known as “ State. 


law may be covered 
medicine,” in. relation to the ordinary duties whieh doctors 


have to perform in relation to all departments of public. 
health. All these topics seem ‘to tae close’ 
ile they involve: 


relation between the two professions. 
the knowledge of the doctor on the principal topic with 
which his skill and attention is‘ requested, they involve 
equally the skill of the lawyer, who, im order to decide. the 
matter and deal satisfactorily with the question, has to 
ute unfamiliar. Under these circumstances, one cannot 

“lp thinking that, in the case of either profession, we do 


not take quite sufficient pains to secure that, in the 


ordinary course of training, we are taught, so far as teach- 
ing can be given, that which is necessary in respect to 
medico-legal knowledge. I speak with breath of the 
course of instruction for medical men. I have always 
been told, and believe, that it is the most severe training 
of any profession: I am quite sure it is very much more 
severe than the education for a barrister: Whether there 


is scope in medical training for satisfactory teaching in 


this matter I do not know. I believe that medical juris- 
i ce is not essential. From what I gather, I am 
not sure that in some places where itis taught it has not 
been relegated to the position occupied in school by our 
French lessons, where the enthusiast may learn if he 
wishes, but the person who does not wish to learn is not 
supposed to do anything very wrong if he avoids the. 
course of instruction provided. That is not the case 
everywhere, but I understand it is in some places, 
and if, from any sort of discussion that takes place 
we can emphasize the extreme importance to the medical 
man of a knowledge of medical jurisprudence, we shall 
be doing a valuable work. Whether a course of instruc- 
tion should be part of the necessary qualification for a 
medical degree is a different topic. It rather occurred to 
me if might be only the proper subject for some sort of 
post-graduate study, if you can get sufficient people to 
take up the teaching. To my mind, that would be a very 
valuable addition to what one might call post-graduate 
instruction, at the Bar. At present there is none. A 
barrister learns as he goes in practice; the instruction 
that he gets is in the chambers of the man he reads with. 
It is — valuable, but it is not systematic instruction. 
Iam glad to see we are making changes in that respect. 
I may mention as of great interest to me, as chairman of 
the Council of Legal Education, that we have secured the 


‘mutual relations of’ the two 
anything we can do to improve and assist medical mew 


great Injastice: may be | 


see that he does not’ come to a matter with which ‘he is: 


assistance of Dr. Spilsbury to give a course of lectures 
next term on medical jurisprudence; a’ matter to which I 
attach great importance, and of which I believe the young 
barristers will be delighted to take advantage. 

We have talked about medical insiowiedge: medical 
jurisprudence for doctors and lawyers, but does it not 
seem to follow that, in addition to the actual medical. 
topics on the one side and the 1 matters on the other, 
an of instruction might take’ place betweeu 
the two professions? It is very difficult, to my mind, to 
learn medical jurisprudence adequately from the medicat 
side, without having a reasonably clear knowledge of 
what the law is upon the particular matters. You wish to 
know how medical facts are appropriate to the particular 
legal issue. So far as the law is concerned, it is better’ 
taught by lawyers than by any one else, as I imagine 
medical matters better come from medical men than from 
non-medical men; And if some of. our. young men at 
the Bar should receive medical instruction, it. might. be. 
of advantage to doctors if we could exchange, that: 
barristers and lawyers should give lectures on the.criminal, 
law, so far as it is: appropriate to the matters ‘that come: 
within the scope of medical men. These are the matters: 
which have occurred to me to put forward’ as‘ suggestions? 
to this society. I appreciate how very’ close are ‘the’ 
professions, and if there is’ 
on the one. hand, and lawyers on the other, in matters 
connected, with the administration of justice, I shall be. 
In the discussion that followed, seggeste® 


that in civil cases it would be'a little: too much’ to: 


that’a doctor called as’an advocate for one side .or' the 
other should be an officer of the court. With regard'to the 
rule in Macnaghten's case on the question of itisanity,'a* 
medical man looked ‘on this’as-a scientific question ‘an@® 
stated his conclusion fron the’ point of ‘scienee. 

But the member of the’Bar, who reached ‘the jury and the’ 
general criminal public, said: “I: have.some ¢riminak> 
‘here; what am I to do with them?” The speaker thought’ 
‘that this was really where the difference lay between the’ 
medical and the legal standpoints. No one desired to in: 
‘flict punishment on a person who was not responsible’ for 
his actions, but still they wished to do something for him 
iw an ‘effective way; there was''no objection to sending! 
to a criminal asylum’ ed he was kept there, 
Earl Russell agreed that it would be a great advantage to’ 
both professions if each acquired some working knowledge* 
of the other‘in cases in which they overlapped or touched. 
He therefore welcomed ‘the lectures to be given by Dr. 
Spilsbury to Bar students, and thought that if, on the’ 
other hand, medical men were given some simple instruc-- 
tion in the elements of criminal law, this would help them’ 
to appreciate the poimts to be met. In that way both’ 
professions would come closer together when they found’ 
themselves trying, often at cross purposes, to arrive at’the’ 
truth. 

Sir ROBERT ARMSTRONG-JONES expressed his ‘high appre- 
ciation of the President's address. On the question of’ 
responsibility he said there ought to be ‘a very definite 

rochement between the medical and the legal sides. 
The difficulty, to his mind, was that the legal man wasan 
advocate for his case and the medical man an advocate for 
truth. Dr. F. G. CRUICKSHANK related an adventure he 
had some years ago when assistant medical officer in 
anasylum. This ended with a legal argument, in which 
he got the better of a homicidal patient. 

Lord Justice ATKIN, in reply, said he had not meant 
to suggest that the doctor should hold a different position 
from that of any other expert witness. He agreed that it 
would be a counsel of perfection to suggest that in civil 
cases the doctor should regard himself as there merely 
to assist the court, though he thought it should be so in 
criminal cases. He was reluctant to accept Sir Robert 
Armstrong-Jones’s antithesis about barristers and doctors; 
both, he fancied, were the advocates of truth. The matter 
of criminal responsibility was one of the very greatest’ 
importance, and it would be well for them in the first 
place to lay the foundation of some satisfactory formula, 
some mode of agreement between both professions. 


Sm JoHN McCaLt, for ten years A 


lott property 
London for Tasmania, who died in June , left prope: 
valued at £15,307, of which £12,593 is in Tasmania:and 
£2,714 in this country. 
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THE FUTURE OF MEDICAL PRACTICE. 
MEETING OF THE WILLESDEN DIVISION. 


A MEETING of the Willesden Division of the British Medical 
Association was held on November 2nd, when Lord Dawson 
oF PENN gave an address on the report of the Consultative 
Council on Medical and Allied Services. Dr. J. S. Cronz 
was in the chair. 


LORD DAWSON’S ADDRESS. 

Lord DAWSON said that during the last ten years great 
changes had taken place in the organization of medicine. 
On the one hand, the National Insurance Act had come 
into being, with benefits for persons of a certain economic 
position or a certain occupation; and on the other hand, 
an entirely different type of organization had been set up, 
free, and open to all classes of the community, and took 
such forms as the school medical service, the tuberculosis 
and venereal services, and the maternity and child welfare 
services. The various clinics in which these services were 
carried on had not been set up as the result of any settled 
policy, and it was obvious that such ad hoc services were. 
open to indefinite extension. With each extension some- 
thing was taken from general practice, and the ultimate 
result would be a salaried State service which had come 
about by instalments. ‘These changes were not the result 
of professional initiative. They were due, in the first 


place, to the fact that the public had acquired a new health’ 


conscience, had become alive to the value of preventive 
medicine, and regarded adequate provision in sickness not 
as a charity but as a right. It might be that the public 


swould go yet further in this direction. The policy of the 


Labour party included the establishment of a State salaried 


service, and the Labour party had to be taken seriously., 


The profession was face to face with big changes, and 
either it must have a hand in the fashioning of the new 


/order or the new order would fashion it. 

The scientific advance of. medicine, Lord Dawson con- 
tinued, had helped to make apparent the inadequacy of. 
existing medical organization. .They had only to look at | : 
the increasing range of laboratory. or radiographic work to | 


gee how inevitable it was that.medicine must become 


practitioner suffered. The thing which astonished him 
was that in view of the greatness of their difficulties and 
the inadequacy of their equipment private practitioners 
should have done such good work. What the interim 
report of the Consultative Council proposed was that 
the State should endow fabric and equipment, while the 
relationship between doctor and patient should still 
remain as personal as possible, and this, he believed, was 
the only alternative to a whole-time State service. The 
economic factor was telling in the same direction. With 
every improvement in medical knowledge and every fresh 
discovery, some addition was made to the complexity and 
cost of medical examination and treatment, and thus an 
increasing number of the community proved unequal to 
the task of providing entirely for themselves and their 
families the best medical service. 


The administration of the public health authority was 


originally for the most part preventive in character, but 
In response to public demand, and for the reasons he had 
given, it had now come to cover no small part of curative 
medicine. The line of demarcation between State medi- 
cine in a locality and domiciliary medicine as represented 
by general practitioners was no longer that between pre- 
ventive and curative medicine; rather was it the demarca- 
tion between organized and provided medicine on the one 
hand and unorganized and only partially provided medi- 
cine on the other. The Consultative Council said that the 
time had come for bringing these two branches together, 
and that institutional and organized provision should lead 
off directly from private practice. The matter was empha- 
sized by the present hospital situation. The increased 
demand for institutional treatment, side by side with the 
difficulties of the voluntary hospitals, had called attention 
to the fact that there was a large number of Poor Law 
infirmaries no longer needed for that purpose, and struc- 
turally suitable for use as general hospitals—certainly 
more than two hundred ofthem. It was proposed, there- 
fore, that the local authorities should take over these in- 
stitutions, equip them, and place them at the service of 
the public. That. was a step of great significance. It 
meant that the local authority was invading, not a few 
specialities, but the whole domain of curative medicine 


* Dr. WOODLEY STOCKER said that in his 


and surgery. The profession must be ready with its views 


on this matter, which had reached an acute stage at 
Bradford. Under what conditions were patients to be 
admitted to the voluntary hospitals? By what methodg 
was the staff of such hospitals to be appointed? Was a 
salaried State service to be brought in by stealth at the 
back door? It was high time the profession formulated 
its policy. The position of the medical profession in thig 
country was singular. There was no country where 
doctors as individuals were more honoured or were the 
recipient of more confidences, or where such close and 
even affectionate relations existed between doctor and 
patient; but in contrast their collective influence in public 
affairs was almost nothing, for the simple reason that 
they had never sought to give expression to their politica] 
views, and, engrossed in arduous work, concentrated upon 
individuals, they had been intense individualists. 

After dealing with the situation as it presented itself 
in Willesden, Lord Dawson said there had been a serioug 
attempt to make the Consultative Council representative 
and truly advisory, and it had the right of direct accesg 
through its chairman to the Minister. 


to link up the various services of the country; to make 


the doctors in each district an integral part in the health’ 


development of that district—not, of course, that they 


should play a dictatorial part, but that they should have 
@ very clear advisory function ; and, while making it the. 


duty of the State to provide fabric and equipment, to have 


practitioners in association with the scheme, not in a. 
whole-time but in a part-time capacity. The report wags_ 
most emphatic in declaring that in all hospitals of first. 


instance—not hospitals of reference—the patient must not 
be separated from his doctor or from a doctor appointed 
for the purpose who would not be a whole-time servant, 
He looked with disfavour upon the staffing of clinics with 
whole-time officers, because this tended to make a sepa- 
rate caste in the profession, though he granted that in 


some of the great. cities the difficulties of the case war.- ' 


ranted an exception in this respect. But he also pointed 
out that it was reasonable to ask of doctors who hoped to 


hold part-time -posts that they should make themselves 
‘efficient by a course of 


post-graduate instruction for what- 


‘ever work the clinic was to undertake, and this would open 
| up spheres of specialism to general practitioners. ars 
increasingly the field of collective as distinct from indi- | - 
vidual effort ; he did not need, in this connexion, to point. 
out the lack of modern.equipment from which the private | 


Discussion. 


experience the 
lay members of public bodies held medical opinion in very 
high esteem, and were very pleased to have medical nién 
as their colleagues. He wished that more medical mén 
would aspire to municipal office. With regard to Lord 


Dawson’s scheme, he would have preferred greater ex- 


plicitness as to its financial aspects, for an inadequately 
paid profession could not do its best work. The basis of 
remuneration which the authorities set up ought not to be 
determined by previous experience of medical practice, 
but should have regard to the greater expensiveness of 
practice in the future and the widening functions ‘of 
medicine. 
Mr. E. B. TURNER pleaded for a united policy. He 
described the hard spade-work which had been done by 
the Ministry of Health Committee of the British Medical 
Association. That Committee, of which he was chairman, 
had thoroughly examined and analysed the report, and 
had formulated a series of questions on it which had been 
sent down to the Divisions. He hoped every Division 
would do what it could to get definite answers to those 
questions. Those answers would come before the Com- 
mittee and be carefully studied, and probably a report 
would be made on the matter toa Special Representative 
Meeting. It was very important that a policy should be 
soon formulated, in view of the likelihood that legislation 
of some kind would be brought forward in the early part 
of next session. 
policy but to stand unitedly upon it. He was a member 
of the deputation from the Association which had waited 
upon the Minister of Health the previous day, when the 
necessity was urged upon the Minister of having effective 
consultation with the profession before action was taken 
under Clause 11 of the Miscellaneous Provisions Bill. Dr. 
Addison had replied that he was perfectly willing to con- 
sult with a truly representative body of the profession, 
but not with half a dozen bodies each claiming to be 
representative. There must be some body within the 
profession which could carry weight with the Government, 
and the speaker urged that the British Medical Asso- 
ciation was the obvious body to speak with authority, 
and that it should be strengthened with all possible 
fresh adhesions, ie 


The principles’ 
which underlay its interim report were, in the first place, | 


It was necessary not only to have a 
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tous 75% 


Dr. CHRISTINE MURRELL said that the scheme envisaged 
py the Consultative Council was likely to increase both 
the efficiency of the individual practitioner and the co- 
operative spirit among the practitioners ina locality. The 
health centres made for a more friendly and confidential 
relationship than had been possible in the past. The 
scheme would reduce to the lowest possible level that ex- 
tremely un-British person, the bureaucrat, whereas under 
a purely State medical service he might flourish like the 
green bay tree. The great objection to a whole-time 
officer at a clinic—or more properly at a consultative 
centre—was that the work of such centres was very 
largely advisory, and persons whose entire function was 
to give advice did not perform good work. A whole-time 
clinic officer was a bad servant, not at all because of his 
defects as an individual, but because of the system under 
which he worked. 

Dr. H. J. MAcEvoy thought that the report of Lord 
Dawson’s Council was both revolutionary and just, and 
only on questions of detail could it be differed from. He 
criticized the present multiplicity of services on the 
ground that under this system continuity of medical atten- 
tion’ in the case of each person or family was so exceed- 
ingly difficult toensure. There could be little preventive 
medicine without a proper inter-relation of the different 
services. The ideal, of course, would be fer every family 
to have a medical practitioner. 

_Dr. J. A. GLOVER described what had been done in 
Hampstead, where, after the Local Medical War Committee 
had finished its labours, the whole profession was called 
together, and the Hampstead Medical Committee elected, 
with the medical officer of health for Hampstead in its 
chair. This committee had been sitting for a year, and 
had ‘been considering whether it was possible to start a 
primary health centre in Hampstead on the lines of the 
report. They had not got so far yet, but it was hoped that 
the committee would be the means of uniting the whole 
profession in Hampstead, and that it would continue as a 

ly available for consultation by the borough council or 
other authority. 

_ Dr.G. F. BUCHAN (Medical Officer of Health for Willesden 
aid. that.he could not controvert any one of the genera 
principles of the report, though Lord Dawson-would be the » 
first to admit that there were many difficulties in the way , 
‘of carrying out his policy in full. But much could be done ; 
for'example, at present the Maternity Committee.selected 
one doctor for a patient, the Infant Welfare Committee . 
another, the Education Committee another, and so on, and 
some; method must be found whéreby the work of these 
various doctors could be co-ordinated, so that continuous 
medical treatment and prevention would be possible in 
relation to each individual. This piece of preliminary work 
they were setting about in Willesden with all the goodwill 
‘in the world, and it would not be his fault if they failed. 

Dr. G. W. R. SKENE praised the report, and said that it 
would make the medical profession one into which at last 
without hesitation a father could put his son. Dr. WEIR 
asked whether it was really settled, as suggested by a 
reference in the London Insurance Pharmacopoeia, that 
national insurance was to be extended to families. Dr. 
Kemp thought that what was proposed might be reached 
by graduated stages, a better organization of methods now 
in existence, leading up gradually to the ideal result. Dr. 
TRAYLEN thought that it would be difficult to discriminate 
between the three classes: those who received free treat- 
ment, those who paid for the whole of their treatment, and 
those who paid part. Another speaker, who spoke as a 
taxpayer and not as a doctor, urged that this was not the, 
time, when the country was on the verge of bankruptcy, to 
enter upon the vast financial responsibilities involved in 
this scheme. 

After a hearty vote of thanks had been accorded to him, 
on the motion of Dr. C. F. T. Scort, seconded by Dr. 
MACEvoy, Lord DAWSON said, in reply to the discussion, 
that nobody imagined that the whole of the proposals 
could be carried into effect at once. Expenditure by the 
Exchequer on a large scale on any constructive medical 
scheme was out of the question for the present; but that 
did not alter the importance of getting to work on the 
scheme and at least laying the foundation on which there 
might be subsequent building; and the more united they 
were the more quickly would the building be erected. 
The financial aspects, so far as the profession was con- 
cerned, were exceedingly difficult to deal with, but he 
pointed out that in the report there was no proposal which 
would diminish the earnings of a single doctor. The 
report did not deal with finance too closely, though it 


entered a little into the question of payments by patients. 


The underlying principle of the report was the provision 
and endowment of fabric. There should be private wards 
in the municipal hospital, but there also the same 


relation between doctor and patient should be maintained 
and of course the standard of ¢ treatment (as distinct from 
additional comforts) would be absolutely the same in 
all the wards. As for the relation of this scheme to the 
Insurance Act, it must be remembered that it was much 
bigger than the insurance scheme; it presupposed that the 
Insurance Act, whose roots were now deep in the social 
life of the country, would continue to exist, but of the 
Act itself the report expressed neither approval nor dis- 
approval. Some system of insurance must intervene in 
all their plans, but let this more comprehensive scheme be 
started and inevitably its virtues would penetrate into and 
mould the insurance system to the benefit of this latter. 
As for the extension of insurance, that was outside his 
purview, but he could not conceive that such extension 
would be made without consultation of the profession. 


On the following day (November 3rd) Lord Dawson 
spoke at Leicester, where he laid before a meeting of 
medical practitioners similar considerations to those put 
forward in his address at Willesden. il 


THE VICARY LECTURE.’ 


BY : 


D'ARCY POWER, K.B.E., F.R.O.S.Ene., F.8.A, 


(Abstract.) 
Tue EpvucaTIon OF A SURGEON UNDER THomas Vicary. 
Sir D’Arcy Power began his lecture by pointing out that 
the unsettled conditions throughout Kagland resulting 
from the Wars of the Roses led to the same need for 

reconstruction in the medical profession as was now bei 
felt after the recent war. Two bodies of surgeons 
always existed in London. The one a Gild of Surgeons 
proper, the other a Gild of Barbers, many of whom prac- 
tised surgery. The Gild of Surgeons was a small body of 
men, most of whom were attached to the suites of the 
higher nobility; the Gild of Barbers was a-much larger 
body, whose members looked after the surgical needs of 
the citizens. In war time the surgeons served with their 
Lords, and during the fourteenth, fifteenth, and sixteenth 
centuries nearly every. member of the gild must have 
seen military service. The barber-surgeons, on the other 
hand, remained at home, accumulated wealth, and became 
-The crowning of Richmond on the field of Bosworth 
and his marriage a year later with the Lady Elizabeth 
of York brought a lasting peace to England and a very 
lean time to the surgeons. The old nobility had been 
destroyed and their lands distributed, whilst even the 
precarious livelihood of a military surgeon was no longer 
to be had. The fraternity of surgeons, therefore, had to 
cast about for some other way of living. They turned 


to the Company of Barbers and entered into an alliance . 


with them in 1493, which was formally ratified by Act of 
Parliament in 1540, which constituted a United Company 
of Barber-Surgeons. Investigation shows that the Gild 
of Surgeons had always endeavoured to educate their 
members and to test their knowledge by examination. 
They appear to have co-opted the members, and were 
more concerned with their knowledge of surgery than 
with the means by which that knowledge been 
obtained. ‘The Barbers, on the other hand, worked on the 
ordinary lines of the City Companies and admitted persons 
to their freedom after a prolonged period of apprenticeship. 
By a combination of the two methods a new system of 
surgical education was introduced. Thomas big who 
held the post of serjeant surgeon to King Henry VIII, was 
elected the first Master of the United Company of Barbers 


and Surgeons, and during the next fifteen years the Com-. 


pany developed a comprehensive system of education. No 
person could practise surgery in the City of London or 
within seven miles unless with the licence of the Company, 
and this was only granted after examination. Power 

also been obtained to take the bodies of four criminals 
every year for dissection. Anatomy was therefore made 
the ame of surgical examination, and to this was added 
surgery and such pathology as could be learnt from 
English translations of some of Galen’s works. One of the 
first acts of the Company was to appoint a Lecturer on 
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Anatomy with four demonstrators under him. 
probable that. Vicary himself lectured during the first few 
years, but about 1546 Dr. John Caius was elected to the 
post; and no petwer man could have been found. A young 
Cambridge graduate, fresh: from Padua, where he been 
a fellow-lodger with Vesalius and a friend of Realdus 
Coluntbus—the two great anatomists of their age—the 
editcr of a carefully selected text of Galen, a good 
disciplinarian, a bachelor and living in the immediate 
neighbourhood of tlie Barber-Surgeons’ Hall, he could 
devote the necessary time to make his lectureship a 
suceess. He served for nearly twenty years, and so 
impressed his individuality on the lectureship that the 
Company’s anatomical teaching remained the best in the 
kingdom for nearly two hundred years afterwards. The 
post was well paid, it was nearly always held by a young 
university graduate, and it was the foundation of many 
reputations in the medical profession. 

The surgical and pathological teaching were less suc- 
cessful. Both were taught by lectures, at which the 
attendance of every surgical member of the Company was 
compulsory, and clinical teaching was discountenanced. 
The surgical lectures had always been a part of the teaching 
of the Gild of Surgeons, and it was undertaken by each 
iensber'im turn, beginning -with “ the auncientist” surgeon. 
Each had to lecture, pay a fine or find a substitute. None 
of these lectures appear to have survived, so that there is 
no means.of determining their character. Those of Ferris, 
Keble, and Balthrop are known from contemporary 
evidence to have done much to inspire their audience: with 
a wish to raise tle status of surgery, whilst those of Gale, 


Clowes, and Banester, with their unmitigated invective, 
must have been a pure joy'to the apprentices who were. 
obliged to listen to them. In the end, however, the: 


Company decided to abolish this form of lecture and to 


establish a paid post like that which worked so well in. 


anatomy, only they stipulated that the lecturer on surgery 
nrust be paid by the surgeons who ought to 
and'out of their private pockets: 


-The teaching ‘of pathology was even more unsatisfactory. 
It: was allotted sometimes. 
to the lecturer on anatomy. and.sometimes to the lecturer: 
on surgery. In either case it consisted in the reading of. 


than the teaclring of surgery.. 


Galen’s De Methodo Medendi or the Therapeuticon, with 
some allusion to tlé hippeeratic teaching. The existing 
records slow it to have been extremely dull, and its only. 
use seems'to have been to provide some long words, whic 
were found to impress the publie afterwards. 

“The examination for the licence was conducted by 
specially appointed examiners, in the presence of the 

aster and Wardens of the Company, at the Barber- 


Surgeons’ Hall in Monkwell Street. ‘I'he examiners at. 


first were eight in number, of whom four were present at 
each examination. They were freemen of tle Company, 
but were not necessarily chosen from the Assistants or 
Council. They reported to the Master and Wardens, and 
their rejections were by no means infrequent. According 
to. the knowledge displayed the candidate was granted a 
licence for a longer or shorter period, a permanent licence 
only being issued after a further examination. This, at 
least, was the intention in the early years of the United 
Company’s existence, but the second examination was not 
insisted upon, and it was eventually replaced by “ The 
‘Grand Diploma,” which was rarely demanded, and was 
the equivalent of the present F.R.C.S., for it was taken by 
those who intended to devote themselves entirely to the 
practice of surgery. Bt 
An apprentice at the end of his indentures could claim 
the freedom of the Company, and if he were not going 
to practise in London or the immediate neighbourhood 
he was not obliged to undergo any examination; on the 
other hand, a surgeon who had been licensed elsewhere 
was examined before he could practise in thecity. The 
licensing of these “ foreign” surgeons, as they were called 
when they had not been apprenticed, often brought the 
Company into grave disrepute because the licence was 
granted on very easy terms when money was scarce or 
when it was necessary to pleasure some great man whose 
favour was worth acquiring. The licence granted after 
apprenticeship never seems to have been called in 
question. 
. The Company never lost sight of its members so long 
as they lived and practised in London. Attendance on 
‘ectures was compulsory, and there was an excellent 


It seems 


have lectured. 


custom handed down from time immemorial known as 
“the presentation of those in peril of death or maim.” If. 
a surgeon had under his care a patient who was in danger 
of death or was likely to be permanently incapacitated, he 
was bound before the third dressing to call in the Master 
and Wardens of the United Company, or if they happened 
to be Barbers some one specially appointed to act for 
them. Failure to do so rendered the practitioner liable to 
punishment either by fine, imprisonment, or in extreme 
cases by revocation of his licence. The Master and 
Wardens, on the other hand, were sworn to perform thig 
a without fee, but if any reward was offered it was to 
be divided equally amongst them. ‘The rule gradually fell 
into abeyauce as the population increased in London; but 


it acted well and was in the interest of the surgeon as well ' 


as of the patient, whilst in a litigious age it prevented’ 
many actions for malpraxis.. 
But further tasks lay before the more far-seeing surgeons 
of the time. The general status of surgery was so low, 
owing to the ignorance of the profession, that quacks. 
and irregular practitioners of all kinds competed on equal. 
terms with those who had been licensed, and often with 
better success. Vicary, Gale, and Clowes in London, Halle. 
at Maidstone, Banester at Nottingham, and Read im. 
Gloucester, made a determined effort to oust .the quacks: 
improving the surgeons. They acted by precept’ as 
well as by example, and their writings give such a livély 
picture of their actions.that they can still be read’ with: 
pleasure. Vicary and. Gale were men of the old school’ 
who: had perhaps hardly emancipated themselves from 
_the pre-Reformation conditions in England. Clowes was a, 
rough and somewhat overbearing person who loved to take. 
the war into the enemy's camp, for he could rate a quack. 
_in language that he could understand. Halle and Banester: 
_were educated gentlemen’ with a mordaut wit and: pos-; 
sessed of sufficient authority to enforce the law against: 
‘unlicensed persons practising surgery. Read, the you 
‘of. the band, was showing himself an effective critic of the 
United Company when death seized him. It is remarkablée* 
that this pa of, reformers’ left no successors, with the: 
‘exception of W. in London and Peter Lowe in Glasgow; 
and when the'last of them died there was a long interval. 
| before surgery showed any signs of becoming more than. 
trade. 
_ The lecture concluded with a tribute of praise: tothe 
Barbers’ Company, the members of which had acted: aw: 
the business partners of the surgeons when their fortunes: 
were at a very low ebb. By their union with the Barbers’ 
the Surgeons were given time to educate themselves, and’ 
to extend their influence until they became an important’ 
profession. Left to themselves, as they were after the 
dissolution of the United Company in 1745, they soou 
became bankrupt, and thus showed how greatly they. had’ 
relied upon the superior business capacity of the Barbers,. 
In the course of the lecture Sir D’Arcy Power showed. the. 
books which a fairly well educated apprentice might be: 
expected to have read before presenting himself for his‘ 
examination at the Barbers’ Hall in the middle of the: 
sixteenth century. Tley were Realdus Columbus: for 
Anatomy; Guydo’s Questions, Jolin of Vigo and Tagaultius' 
for Surgery; Oribasius's Commentaries on the Aphorisms’ 
of Hippocrates, and Caius’s edition of the books of Galen: 
for Pathology; Gale’s works, and a little later those of 
Clowes and Bullen, must often have been added, because 
they are now so scarce, whilst any student who liked to. 
get his knowledge in a condensed form—such as we have 
anatomy in Cooke’s tables—had only to buy the Tables of. 
Horatius Morus, which has more sections, subsections, and’ 
members than Burton's Anatomy itself. 


THOUGH a lazaret was provided in 1883, the notification: 
of leprosy was first made compulsory in New South Wales,. 
and the detention of lepers first provided for by law, 
towards the end of 1890. Since 1883, 69 white patients 
have been treated, of whom 40 were of Australasian 
origin, and 80 coloured patients (52 being natives of China; 
3 of India, and 17 of the Pacific Islands). According to. 
the twenty-ninth annual report the number of patients in 
1920 were 24; 3 new patients were admitted, of whom one 
had lived in Australia for fifty years; the two others had 
been born, and until recently had lived, in Malta. During 
the year one patient died from pneumonia, one absconded, 


and one—a German—was repatriated, having no active 


symptoms of disease. 
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HOSPITAL LEGISLATION. 


Ir has. hardly 
during the last ten days without finding something 
about the hospital crisis, its dimensions, its causes, 
and its cure: Public attention has been arrested in 
particular by Dr. Addison’s speech when he described 
to the House of Commons the modification he proposed 
to make in the hospital clause of the Miscellaneous 
Provisions Bill,of the Ministry of- Health, and by the 
bald announcement made the next day by the chair- 
man of the London Hospital that’ that great institu- 
tion would be closed on January 1st. Lord Knuts- 
ford’s dramatic instinct is well developed, and in 
making this announcement—unexpected by. his col- 
leagues and the staff of the hospital as:well:as by the: 


public—he no doubt intended to startle public 


andito:prepare it to aceept:the: proposals now: 
Parliament. 


‘The. hospital clause of the. bill (Clause11) in its | 


original form gave power to county councils. and 
county borough councils to supply and maintain 
hospitals, including out-patient: departments, to’ con- 
_ tribute to voluntary hospitals, and to’ take over and’ 


maintain’ Poor Law hospitals. The significance: of’ 


these proposals was indicated in our issue of August’ 
28th, and we expressed the opinion that their publica- 
tion at that time was due to the desire of the Minister 
to. give public opinion an opportunit 
The has, in fact, Boeti fully’ dis- 
cussed in the interval, both in our columns and else- 
where, and Dr. Addison has had an interview with 
the ‘medical and university members of “Parliament 
and another with a deputation from the British 
Médical Association. That deputation asked him to 
amend the clause by making it necessary for a local 
authority to obtain the consent of the Minister before 
embarking upon a hospital scheme. Dr. Addison agreed 
that this was desirable, and in introducing the clause 
in the House of Commons he.indicated an amendment 
to this effect; he also proposed to omit from the 
» amended clause the power to supply and maintain 
hospitals, so that the authority would be limited to 
taking over under proper agreements existing Poor 


Law hospitals, and to contributing to voluntary hos-. 


pitals. The power given in the new clause would not, 
he said, extend to taking over voluntary hospitals, 
nor would it authorize the establishment of additional 
hospitals. These changes will no doubt go some way 
to conciliate the supporters of the voluntary system, 
but the power to take over Poor Law infirmaries can 
be used by a council ambitious to have a general 
hospital of its own to the detriment of the voluntary 

- hospital—in the manner, in fact, in which a municipal 
hospital is being established at Bradford. There ought 
not to be rivalry. The financial embarrassment of 
the voluntary hospitals is largely caused by increased 
cost of materials and service, but partly by some 
falling off of subscriptions, due to net diminution in 
the income of so many former subscribers. 

It.is sometimes said that the voluntary hospitals 
have failed, but the statement may cover some con- 
fusion of thought. The voluntary hospitals have not 
failed in the standard of treatment they have set, but 


been possible. to y a newspaper | P 


of finding’ 


it is alleged, no doubt with much truth, that they 
have failed to supply a sufficient number of beds, 

The suggestion that this defect can be remedied by 

taking over Poor Law infirmaries to supplement the 

beds in the voluntary hospitals rests on the assumption 

that there are a large number of vacant beds in the 

Poor Law infirmaries. The Ministry of Health has 

stated that there are, but this has been challenged on 

the ground that the inquiry was made in the summer, 

and that the result would have been very different 

had it been made in the winter. Probably the actual 
osition varies very much from place to place; this 
is illustrated by the case of Sheffield, where it would 

appear that the infirmary of the city Poor Law. 

authority was habitually full, while that of a neigh- 

bouring suburban authority with 400 bed’ wrist ete 
to earmark 100 beds for other than Poor Law cases. 

Where it proves possible to take over’ Poor Law 
infirmaries for general purposes it should be‘with the 
intention of supplementing the voluntary hospitals. 

As the Chairman of Council of the British Medical | 
Association said at the deputation to Dr. Addison,” 
the best way to approach the matter would be to- 
graft on to the voluntary hdspital system some of the 
Poor Law hospitals rather than allow 'a new set of” 
hospitals to spring up, staffed on Poor Law lines. 
This is a problem upon which the Government should’ 
be guided by the opinion of the medical’ profession, 
and at the deputation Dr. Brackenbury pressed ‘this © 
point upon the Minister, pointing ous ‘that’ there 
would be needed both central and’local' tonsultation— 
central with. the Ministry of Health’ with regard’ to ' 
the principles for the admission’ of patients 
and for the appointment of staff, and local for the 
adjustment of details. Dr. Addison. “as to the | 
desirability of consultation in what he called the” 
formative stage.” ‘We'gather that it is the intention 
to obtain the opinion of the Medical Consultative 
Council, which he described as now a part of the 
machinery of the Ministry, but- that he desired also 
consultation with an exterior body, and he appealed to 
the British Medical’ Association to organize such a 
body. The matter is under consideration, but it will 
not be out’ of place here to’ observe that perhaps it 
may be found desirable to follow the t of the- 
Central’ Medical War Committee and its’ local war 
committees. = 


THE BRADFORD MUNICIPAL HOSPITAL 
A meEtine of the whole medical profession in, 
Bradford, called. by the Bradford Division of the 
British Medical: Association, was held on November 
3rd to consider the: position brought about: by the - 
action of the Health.Committee of the City Council in | 
taking steps to establish.a municipal general hospital. 
An account of the Bradford scheme was given. igen! 
in our columns by Dr. Buttar, and readers will 
remember that it involved the conversion of a Poor 
Law infirmary into a general hospital unconnected 
with the existing general hospital (the Bradford 
Boum Infirmary), and therefore inevitably in rivalry 
with it. 

The attendance at the meeting on November 3rd 
was large and representative, the high-handed 
action of the Health Committee in settling a matter 
of so much medical importance without consultation 
with the medical profession of Bradford—and, indeed, 
behind its back and without its knowledge—was 
strongly condemned. The Medical Officer of Health, 
who was present at the meeting, rested his defence of 
the scheme in part on te fact that no representations. 
had been received from the medical profession prior te 


| 
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March 29th, 1920, when the transfer of the buildings 
from the guardians to the municipal authorities took 
place. To this the conclusive reply was made that, 
though rumours had been current for some months, 
the first. intimation the medical profession received 
of what the Health Committee had in contemplation 
was: through the announcement of the transfer, as 
an accomplished fact, in the public press. Another 
point made by the M.Q.H. was that the profession 
in Bradford had been consulted at a later date, the 
reference being, as we are informed, to a private con- 
versation on May 1st, 1920, between the chairman of 
the Health Committee and the M.O.H. on the one side 
and representatives of the associated hospital staffs on 
the other. The chairman stated that the proceedings 
were confidential, and that he was not at liberty to 
divulge the committee’s still halfformed schemes for 


_ the municipal hospital; he expressed his own personal 
high appreciation of the voluntary hospitals, and his — 


hope that. they would continue side by side with the 


municipal hospital. - Clearly this- cannot be described 
as a conference with the medical profession in. 


After the meeting on June 11th a letter was 
addressed to- the Town Clerk of Bradford and the 
Chairman of the Health Committee expressing regret 
that that Committee had. decided to open a municipal 
hospital. without previous conference with the medical 
ofession, and indicating the confident opinion that 
in the interests of the public it was advisable and 
necessary that arrangements should not be made for 
the work of the municipal. hospital, as far as concerned 
the medical profession, without full consultation with 
the profession of the district. Any arrangement made, 
it was pointed out, should accord with the recom- 
mendations of the interim report of the Medical Con- 
sultat.ve Council and be such.as to avoid overlapping 
withthe voluntary hospitals... No reply beyond a 
formal acknowledgement was received, Rumours in 
circulation as to appointments to the staff of the 
municipal hospital led to an inquiry being addressed 
to the M.O.H. in, July, but no information was 
obtained, and it was not until October 1st that the 
local medical profession was furnished with a copy of 
a detailed scheme for the proposed municipal hospital. 
Tt will be remembered that at the deputation from 
the British Medical Association to the Minister of 
Health on November 1st (SupPLEMENT, November 6th, 
. 126) Mr. Basil Hall of Bradford said that the 
profession had not been consulted; if is true 
that after the receipt of the seheme on October 1st 
the executive committee of the Bradford Division 
of the British Medical Association transmitted some 
criticisms ‘to the M.O.H., but this cannot be 
taken to have committed the profession in Bradford 
to accepting. the principle of the scheme. The 


criticisms were directed to the following points: 


(1) That the clause in the s¢heme requiring that a 
member of the staff of the municipal hospital should 
hold no other hospital appointment should be deleted; 
(2) that when a patient was discharged from the 
municipal hospital a short report should be sent to 
the general practitioner; (3) that the out-patient 
department should be purely consultative except in 
certain special departments, and that patients should 
not attend the hospital for such treatment as they 
could receive from their own medical attendant, panel 
or private; (4) that except in emergencies admission 
to the municipal hospital should be only on the re- 
commendation of the patient’s own medical attendant; 
(5) that the benefits of the hospital should be confined 
to those resident within the municipal area; and 
(6) that a consnitetive or advisory medical committee 


‘should be set up to advise the Health Committee 
— the appointments to the staff and upon any 
other points affecting the professional work in con: 
nexion with the health of the city. Dr. Addison has: 
asked the Bradford Health Committee for a definite 
assurance as to the views of the medical profession in 
Bradford and the means which had been taken t¢ 
keep the profession informed of the situation, but the 
nature of the reply has not been made public. 

We have endeavoured to show what the situation 
at present is and are inclined to think that the 
Minister of Health will agree that the Bradford 
Council and Health Committee has not shown the 
readiness to keep the medical profession informed 
which he was disposed to assume must have sxintode 


The view here expressed is borne. out by the letter, : 


published at p. 766, from Dr. West Watson, the 
Honorary Secretary of the Bradford Division. 


IN MEMORIAM. 


- Keep silence, O islands; and let the people renew their 
-, strength ; let them come near ; then let them speak.” = 


Tue Cenotaph has been unveiled, and the nation has paid 


tribute to the memory and the majesty of the dead, . 


Homage has been done to all who made the great sacrifice, 
at.sea, on land, or in the air; the fighting man and the 
unarmed, the officer and the ranker, they died at the 
hands of the enemy; and, sharing a common fate, they 
inherit now a common immortality. Nevertheless, it is 
fitting that we to-day should especially celebrate the men 
and women who fell in the exercise of their duty to 
the sick and wounded. We commemorate those killed in 
the field; the victims of ruthlessness in torpedoed ships 
and bombed hospitals ;. those who succumbed to disease; 
and some whose ultimate fate will never be known. We 
remember them with pride. The toll of lives taken by the 
war was made more awful by the absence of that pro: 
tection which the Geneva Cross should have afforded 
the sick and wounded and those tending them. Yet tlie 
destruction of any sense of safety acted as a stimulis 
rather than a deterrent to the efforts of the medical 
services. From the beginning to the end of the war the 
history of the R.A.M.C. and its auxiliaries is that of 
continual progress without regard to obstacles or danger. 
At the outbreak of hostilities the most skilled workers 
were the farthest from the fighting line. But gradually 
it’ was realized that in order .to save the greatest 
number of lives treatment at the earliest possible 
moment was essential. This was accomplished, as is 
well known, by a general moving forward, and by ‘the 
establishment of specially staffed hospitals in advanced 
situations. Those who experienced the earlier and later 
battles can bear witness to the effect upon the safety 
and comfort of the fighting man. Such an end was only 
achieved through the devotion of the men and women who, 
without thought for themselves, were ready to face any 
danger for the sake of the stricken. The progress brought 
the penalty, gladly paid by those we remember to-day; 
but we know that the sacrifice was not made in vain. 
They have left us a rich legacy in the example of a higher 
standard of service; they added courage to skill and 
brought a new honour, fresh and without price, to our 
profession. We shall not forget them. 


‘“* Behold, I have graven thee upon the palms of my hands.” 


THE PRESIDENCY OF THE ROYAL SOCIETY. 
THE announcement of the new Council, as nominated by 
the outgoing Council of the Royal Society, is specially 
interesting this year, for the reason that a new President 
is included in the list. Sir J. J. Thomson, who has held 
the office with such distinction, is to be succeeded by 
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Professor C. S. Sherrington, M.D., Waynflete Professor of 
‘Physiology at Oxford. We offer him hearty congratula- 
tions on thus being awarded the blue ribbon of science in 
this country. Medical men in general, and physiologists 
in particular, will welcome this recognition of medical and 
physiological science. It would have been difficult to select 
anyone better suited in every way. Professor Sherrington 
is one of the most prominent of the Cambridge school of 
physiologists which the late Sir Michael Foster inspired. 
He was lecturer on his subject at St. Thomas's Hospital, 
and afterwards Professor at Liverpool. He was elected 
to.the Oxford chair when Professor Gotch died, and then 
4$ now all his fellow physiologists acclaimed the wisdom 
of the choice. Sherrington has a world-wide reputation, 
and though he has published’ original observations of 
sterling value in many branches of physiology, he is best 
known for his epoch-making work on reflex action and 
the nervous system generally. His monumental work on 
the nervous integration of the body had the immediate 
form of lectures he gave in America, but was really the 
outcome of a large slice of his life-work. We trust that 
under his guidance the Royal Society may have an oppor- 
tunity of reasserting the importance of the biological side 
of science. During Sir J. J. Thomson's tenure of office 
its’ activities’ have been ‘specially devoted, as was to 
be expected, to its physical and mathematical aspect. 
Professor Sherrington is not only one of our’ foremost 
physiologists, but he is a man - affairs, and we may safely 
him as a leader. 


; “RABIES iN. ENGLAND. 
Tun report. of. the Chief Veterinary Officer. to the Ministry 
of Agricilture and Fisheries for 1919! appears somewhat 
later, than | usual, owing. to the great, amount of work 


which rose atthe end of that, year in connexion. with 


rabies and _foot- and- -mouth disease. Outbreaks of the 
latter disease occurred in various. parts of the country, and 

account is given of the procedure followed by the. 
Bins stry for restricting the movement of animals in 

ted districts. Notwithstanding close investigation, 
the way by which foot-and-mouth disease is brought into 
Great Britain from time to time—although the importa- 
tion. of susceptible live-stock is forbidden—remains a 
mystery. As the matter stands at present the evidence, 
such as it is, seems to point to the transmission of particles 
of virus by the air. The section on rabies states that 
during the year 143 cases were confirmed in 140 dogs, two 
horses, and one pig. A summary is given of the method 
adopted with the object of eradicating this disease. It will 
be remembered that rabies was imported into Plymouth 
from abroad somewhere about May, 1918, but it was not 
until the end of August that the Board of Agriculture 
(as it then was) received information of this and had an 
opportunity of investigating and dealing with the situation. 
The present report gives the history of the disease in 
the areas which became infected in 1919. The number 
of persons bitten by animals in the scheduled areas was 
179; 46 of these were bitten by animals proved to be 
rabid, the remainder by suspected animals. Treatment of 
66 of these persons, including all the 46 just mentioned, 
was arranged by the medical officers of the Ministry of 
Health; there were no deaths from hydrophobia. In a 
note on the diagnosis of rabies it is said that the first 
essential in combating a contagious disease of animals is 
rapid and accurate diagnosis; the second is to pounce 
down upon the disease, allowing it no latitude for 
spread. The first, in the case of rabies, calls for the 
organized help of the laboratory, with its finer methods 
of diagnosis, aided by clinical skill and experience 
among those working in the field. The second re- 
quires a field staff well versed in the epizootiology of 
the disease and the tricks it may play. It also, adds 


Sir Stewart Stockman, needs considerable knowledge © 


1H.M. Stationery Office. 1920. (1s. net.) 


of the tricks that may be played by owners of dogs, foi 
there are few diseases in which disregard of regulations 
on the part of owners of animals may be followed by such 
appalling consequences. With regard to laboratory dia- 
gnosis, the method employed for working purposes was 
to search the brain of suspected animals for Negri bodies, 
and the ganglia for the lesions of Nelisand Van Gehuchten. 
The heads and necks of all suspected animals weré sent 
to the Ministry’s veterinary laboratory, together with a 
report of the history of the animal and of the macro- 
scopic post-mortem examination by the veterinary in- 
spector who dealt with the case in the field. The 
method adopted, consisting of a series of tests, enabled 
infected areas to be dealt with at once ; it abolished toa 
large extent the need for putting areas under restrictions 
merely as a precautionary measure, and it obviated the 
need for sending for treatment, merely to be on the safe 
side, persons bitten by suspected dogs. From September, 
1918, to December, 1919, material was received from 656 
suspected cases; of these 235 gave positive results. , In 
118 of these positive cases Negri bodies ‘were found in the 
brain. The conclusion is drawn that in a campaign for 


‘the eradication of rabies the histological methods of 


diagnosis are invaluable; since they «give: quick : and 
accurate results, and are based upon the finding of lesions 
very seldom-absgent in the case of infected animals. ‘Phis 
part of the report ends with a suggestion that it is not the 
wisest policy to shoot a mad dog at: sight, unless. it. is: at 
large; for diagnostic purposes it.is. better to keep the; dog 
for a day or two under official supervision, provided.it;can 
be securely confined. In this way.a diagnosis .can.,be 
arrived at in.a few hours instead of weeks, as. is. the. ward 
when incoalation. are 


Tue researclies and investigations of the late ~-eo 
Onodi of Budapest are wellknown in this country. ‘His 


work on the anatomy of the ndse and its accessory sinusés — 


was made known to us‘as far back as 1894 by Sir StClair 
Thomson’s edition of his Atlas on the subject. His later 
and very important investigations into the relationship of 
the optic nerve to the accessory sinuses, and of these to 
the brain, were also deemed worthy of. an English trans- 
lation. The beautiful sections and dissections on which 
Onodi’s publications were founded were recently brought 
to this country for disposal. Professor Arthur Keith 
regarded it as the finest collection on this subject in the 
world, and was at once anxious to secure it for the Royal 
College of Surgeons, as a worthy complement to the 
Toynbee and Cheatle collections on the anatomy of the 
ear. As negotiations could only proceed slowly after 
meetings of th> council, there was some risk of the col- 
lection going to America or being withdrawn from London. 
It is therefore fortunate that Sir StClair Thomson and. 
Mr. Philip Franklin have been able to purchase the 
collection for a moderate sum; it will be kept entire 
and retained in this country. There can be little doubt 
that the museum of the Royal College of Surgeons is 
the best home for it. To this institution the present 
owners are very willing to hand it over for the sum 
they paid for it. Only £300 is required, and at the first 
meeting of the session the laryngologists of the Royal 
Society of Medicine collected quite a quarter of this sum. 
But’ the collection is of almost equal importance to the 
ophthalmologist, the otologist, and the general surgeon, 
particularly to the surgeon dealing with the head and 
brain. We are therefore glad to hear that the President 
of the Society, Sir John Bland-Sutton, is chairman of a 
committee entrusted with the task of collecting at least 
£300. More than this sum is wanted, as there are no less 
than 450 specimens, and it will cost in addition between 
£500 and £700 to mount the specimens satisfactorily and 
to label and catalogue them in the College museum. The 
Presidents of the Sections of Surgery (Mr. Walter Spencer) 
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Ophthalmology (Dr. James Taylor), Otology (Sir Charles 
Ballance), Laryngology (Dr. Jobson Horne), and represen- 
tatives of the Royal College of Surgeons (Mr. H. J. Waring 
and Professor Keith), together with Sir StClair Thomson, 
are members of this committee, and subscriptions can be 
sent to the honorary secretary, Mr. Philip Franklin, at 
1, Wimpole Street. We commend this undertaking to our 
readers, as there is no collection of nasal anatomy in the 
world which can compare with this one in variety, beauty, 
or-value, and London is very fortunate to have secured it. 


THE BENEVOLENT FUND GUILD MATINEE. 
A spEciat matinée in aid of the Royal Medical Benevolent 
Fund Guild will be given at His Majesty’s Theatre, Hay- 
market, on Friday, November 19th, at 2.30 p.m. An 
extremely attractive programme has been arranged, in- 


‘cluding performances by Mr. Nelson Keys and Mr. George. 


Grossmith; Mr. Gerald du Maurier and Miss Winifred 
Emery, in a sketch; Miss Fay Compton and Mr. Basil 


‘Rathbone, in-scenes from Romeo and Juliet ; Miss Gladys 


Cooper, Mr. Owen Nares, and Mr. Leslie Faber, in Ten 
Minutes’ Interval; recitations by Mr. Godfrey Tearle; 
and Messrs. Leslie Henson and ‘l'om Walls, in a “legiti- 
mate ” drama, entitled The Woman Pays—Less the Enter- 
tainment Tax. The prices of seats range from 1s. 3d. in 
the gallery to £3 3s. in the stalls. Tickets may be ob- 
tained from Lady Fripp, 19, Portland Place, W.1. The 
Guild, or Ladies’ Branch, was formed some ten years ago 
to supplement the work of the Royal Medical Benevolent 
Fund, by visiting and other personal service, by providing 
clothes and other necessities, and by assisting in the 
education and technical training of the younger bene- 
ficiaries. An effort is being made to put the Guild ona 
sound financial basis, and at least £10,000 will be required 
for the educational branch alone. It is hoped to raise a 
similar sum for the opening of a hostel for some of the 
aged beneficiaries, to be used also as a holiday and con- 
alescent home for the children. We wish all success to 
the matinée in aid of this most deserving medical charity. 
The theatre has been lent by Sir Herbert Tree’s executors 
and Mr. and Mrs. Oscar Asche, and the performance is 
under tle patronage of Her Majesty the Queen. 


THE HOSPITAL QUESTION IN NEW ZEALAND. 
We have received the report of a conference of represen- 
tatives of hospital and charitable aid boards, held at 
Wellington, New Zealand, on June 1st and 2nd this year. 
The conference was addressed by the Hon. C. J. Parr, 
Minister of Public Health, Hospitals and Charitable Aid, 
who holds this portfolio together with that of Education, 
In the report there is much food for thought for those 
who are wrestling with the hospital problem in this 
country. New Zealand appears to have advanced much 
further along the path of so-called progress than the old 
country; and it is interesting to note that, according to 
Dr. Valintine, Inspector-General of Hospitals, a committee 
of experts, specially appointed by Dr. Addison to inquire 
into a system suitable for England and Wales, is of opinion 
that the New Zealand system is the best and most adapt- 
able. Nevertheless, the Dominion is not satisfied with the 
results. It appears that the hospitals are supported partly 
by the rates, partly by contributions from the patients, 
and partly by subsidies from the Government. Unfortun- 
ately, some of the boards, either from slackness or excess 
of sympathy, fail to collect the patients’ contributions, so 
that, on the average, only 20 per cent. of the fees mate- 
rialize. Difficulties then arise in connexion with levying 
the rates. And the trouble is aggravated by the fact that 
no satisfactory basis for the subsidy from the Government 
department has yet been arrived at. Consequently a large 
number of people are looking forward to the time when 
the whole cost of hospitals will be thrown on the Govern- 
ment, with the inevitable accompaniment of an army of 


officials, inspectors, and paid members of boards. For 
the moment the Minister finds himself unable to assent to 
this proposal, owing to the financial straits wherein New 
Zealand, in common with most countries, finds herself; he 
believes, none the less, that the nationalization of hospitals 
is bound to come. Apparently quite a large number of 
medical practitioners in New Zealand are becoming con- 
verted to the view that some form of nationalization of 
at all events a portion of the medical profession is 
necessary. According to Dr. J. L. Frazerhurst, the 
British Medical Association in New Zealand recognizes 
that the whole idea of charity in connexion with 
hospitals has gone by the board. It is said that a 
large number of facilities in the way of treatment cannot 
be had unless there is a State service to control and co- 
ordinate them. The committee appointed to go into these 


matters by the British Medical Association in New Zealand 
‘felt that honorary staffs should be done away with; that 


boards should not be allowed to compete against each 
other in order to get men; and that all medical men 
would be put on a better equality of service by coming 
under a State hospital system. And under the State 
system everyone would be able to come into the 
benefits of a superannuation scheme. To these pro. 
posals of the British Medical Association in New Zealand 
the objection was raised by lay members of the conference 
that the medical profession was trying to get control of 
the whole of the hospital institutions for their own benefit; 
and in the end the following resolution was passed: “ That 
owing to the increasing demands by the public and sections 
of the public for farther extension of hospital and nursing 
facilities, it is desirable that the State should establish a 
hospital service, so as to secure some uniformity as regards 
salaries and conditions of service for medical officers and 
nurses; but that the matter be referred back to the depart- 
ment for the further elaboration for, and consideration by, 
the boards.” 


ALCOHOL AND VENEREAL DISEASE. 

A Danisu observer, Dr. S. Lomholt! made inquiries 
between October Ist, 1916, and May Ist, 1920, of all 
the men attending a Copenhagen venereal clinic as to 
the circumstances in which they acquired venereal dis- 
ease. There were altogether 548 cases in which definite 
information was given. In 476 the disease was gonor- 
rhoea. The infection was attributed to professional pro- 
stitutes (that is, women receiving payment at the time) 
in 153, or about 28 per cent. of the total. This figure is 
remarkably low. Fournier found that among out-patients 
in Paris 72 per cent. were infected by prostitutes, and in 
Berlin Blaschko estimated this ratio at 81 per cent. Among 
455 men, 217 admitted to Dr. Lomholt that they were 
definitely under the influence of alcohol at the time of in- 
fection. This ratio of 48 per cent. is not very high. In the 
Danish navy the author found that about 63 per cent. of the 
patients were infected while under the influence of alcohol ; 
and in Stockholm Moller put this ratio at 68 per cent. The 
author found also that of the men infected by professional 
prostitutes, 75 per cent. were under the influence of alcohol. 
Of the men infected by amateur prostitutes (that is, women 
not engaged in routine professional prostitution), only 
37 per cent. were infected while under the influence of 
alcohol. The inference drawn from these figures is that 
alcohol greatly lessens the discrimination shown by men 
in the choice of the women with whom they cohabit. In 
72 cases, or 13 per cent. of the total, the men were married. 
The proportion of infections by professional prostitutes 
was twice as high among married as among unmarried 
men, and the proportion of alcoholic cases was 50 per cent. 
greater among the former than among the latter. Dr. 
Lomholt concludes—as many have concluded before him— 
that the campaign against alcohol is an important part of 
the campaign against venereal disease. 


1 Ugeskrift for Laeger, Jaly 22nd, 1920. 
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— 
ZYMOTIC DISEASES IN LONDON. 

Some public attention has naturally been directed to the 
prevalence of scarlet fever and diphtheria in London. 
The actual figures suggest the following reflections. So far 
as scarlet fever is concerned, the prevalence is not only 
greater than last autumn and winter, but in excess of any 
year since 1893. The increase shown by the last record 
available at the time of writing is steeper than would have 
been anticipated from the previous returns, but, on the 
whole, it seems unlikely that the maximum of 1893 will 
be attained, and probable that a decline will set in within 
two or three weeks. The type of disease is, judged by 
deaths, extremely mild. Diphtheria prevalence, nearly 
always correlated with that of scarlet fever, is also con- 
siderably above the average, but it is much harder to 
compare the results with those of former years, since 
the facilities for, and the use made of, means to detect 
carriers are very different from those of twenty years ago. 
This consideration makes one hesitate to infer that the 
fatality of the diphtheria now observed has declined so 
unequivocally as has that of scarlet fever. 


BLIND MASSEURS. 

‘We print this week a letter in which Mr. C. Mansell Moullin 
and Sir Alfred Pearce Gould support Sir Arthur Pearson 
in drawing the attention of medical practitioners to the 
work of the Association of Certificated Blind Masseurs. 
The 105 men and 21 women members are all completely, 
or very nearly, blind; they have undergone a training 
which lasts for about two years, and have passed ex- 
aminations the requirements of which do not differ from 
those applicable to sighted candidates. A large majority 
of the men lost their sight as a consequence of their war 
service, and were trained at St. Dunstan’s; their cause is 
one which deserves to. be helped. 


Tue Bradshaw Lecture will be delivered in the theatre 
of the Royal College of Surgeons of Eng!and, Lincoln’s 
Inn Fields, by Sir Berkeley Moynihan, on Monday, 
December 6th, at 5 o'clock. The subject will be “The 
surgery of Giseases of the spleen.” 


Tue University of Liverpool has instituted a Diploma 
in Medical Radiology and Electrology. A course of post- 
graduate work extending over six months is required 


before a candidate can enter for the examination. Instruc- 


tion in physics constitutes part of the course. Mr. C. 
Thurstan Holland has been appointed a university lecturer 
in charge of the department of Radiology. 


Tre eleventh biennial Huxley Lecture on “Recent 
advances in science in their relation to practical 
medicine,” will be delivered by Professor F. Gowland 
Hopkins of Cambridge, in the out-patients’ hall of 
Charing Cross Hospital, on Wednesday, November 24th, 
at 3 p.m. Previous lecturers have been Michael Foster, 
Rudolf Virchow, Lister, Professor William H. Welch, 
Pavlov, Sir William Macewen, Sir Patrick Manson, Sir 
Frederick Mott, Professor Simon Flexner, and Sir Ronald 
Ross, 


A MEETING of the committee formed to establish a 
memorial to the late Sir Victor Horsley was held at the 
house of the Royal Society of Medicine on November 3rd, 
when Sir Charles Ballance, K.C.M.G., was in the chair. 
The chief business of the meeting was to appoint an 
executive committee to take steps to raise a fund, of 
which the Senate of the University of London would be 
trustees, for the endowment of a lectureship or scholar- 
ship to perpetuate the memory of Sir Victor Horsley’s 
scientific and public work. The honorary secretaries 
reported the receipt of promises to the amount of about 
£100, in sums of £1, £2, £5, and £10. It was decided not 
to place any limit on the amount of subscriptions, which 
may be sent to Dr. Edward J. Domville, 0.B.E., Symonds- 
bury, Bridport, one of the honorary secretaries, the other 
being Sir W. Arbuthnot Lane. The treasurers are Sir 
Frederick Mott, K.B.E., and Dr. H. H. Tooth, C.B. 


Medical Notes in Parliament, 


Ministry of Health Bill. 
THE HOSPITALS QUESTION. 

THE second reading debate on the Ministry of Health 
(Miscellaneous Provisions) Bill was begun on November 2nd, 
but was broken off by an urgency adjournment motion on 
Irish affairs. This was the more inconvenient because the 
measure itself covers diverse matters. The earlier clauses 
deal with housing problems; Clause 10 takes up the ques- 
tion of the provision of mental homes for non-certified 
patients willing to be retained in them, and Clause 11 raises, 
the difficult problem as to possible assistance or support 
for general hospitals out of the rates. ~ ; 


Early Mental Disorder. 

In-explaining the reasons for what was suggested in 
Clause 10, Dx. Addison said that a large number of men 
suffering from shell shock, or affections of that kind, were 
mentally disordered fora short time. During the war a 
system was set up whereby suitable cases had treatment 
in mental hospitals in order that they should never be 
classed as lunatics, and should escape for the rest of their 
lives from any disabilities which that might bring upon 
them. The experience of the war was clearly one which 
ought to be made use of. Therefore provision was madé 
in Clause 10 to continue this form of treatment under very 
stringent safeguards. It was laid down that persons so 
treated must be suffering from mental disorder which was 
incipient in character and of recent origin, which of course 
excluded early cases. Treatment for any individual was 
to be limited to six months. Places where persons were 
to be treated were to be certified and inspected; persons 
could only receive the treatment on the certificate of 
two duly qualified medical practitioners ; they could be 
received only on their own consent, and they could 
discharge themselves at any time by giving notice in 
writing. The proposal did not apply only to ex-service 
men, but the Ministry did not anticipate that it would 
require more than the existing staff for the purposes of 
inspection. 

The Hospital Clause. 

Dr. Addison afterwards explained the circumstances 
which led to the proposal contained in Clause 1l. Having 
emphasized that the accommodation in voluntary hospitals 
was quite insufficient to meet the public need, he gave the 
figures and information which have already been published 
in our columns in the reports of his address to the Parlia- 
mentary Medical Group and his reply to the deputation 
from the British Medical Association last week. He again 
insisted that the Ministry of Health had shown by its 
action a real anxiety to keep voluntary hospitals off the 
rates, and said there was nothing new in the proposal in 
Clause 11, which would enable local authorities, if they 
desired to do so, to make a voluntary contribution in aid 
of hospitals. 


Since 1916, continued Dr. Addison, various authorities had 
taken power by private bills in the House of Commons to 
acquire authority to make these contributions. There had been 
four cases before the House in the last twelve months. The 
City of Liverpool had taken power to contribute £5,000 yearly 
to the Royal Infirmary. In Salford they had made a rate, 
limited to one penny, the produce of which was handed over to 
the voluntary hospitals. This sort of procedure clearly was 
desirable. He was sure all would agree that if they could keep 
voluntary hospitals off the rates they should allow the authority 
that thought it could do so to render such assistance. On an’ 
interpellation, Dr. Addison said he would make quite clear in the 
course of his speech that the bill should be so framed as not to’ 
enable the local authorities to take over any existing voluntary 
hospitals. He went on to point out that while the voluntary 
hospitals accommodation was inadequate, there was a large 
percentage of empty beds amongst the institutions provided 
under the Poor Law. It had been ascertained, moreover, that 
there were in the country fifty-four Poor Law hospitals which 
were entirely separated from the workhouses. r. Addison 
once more gave in summary the reports he had received on 
these institutions, stating that they were in the main altogether 
favourable, and he included some further facts. Paddington 
Infirmary, for instance, was now receiving the overflow from 
St. Mary’s Hospital; Lambeth Infirmary, with 800 beds, was 
also admitting cases from St. Thomas’s, Guy’s, and King’s; 
Camberwell Infirmary was receiving cases from King’s, Guy’s, 
and St. Thomas’s. On August 18th Camberwell Infirmary, with 
850 beds, had 200 empty, whilst the population in the district 
was crying out for hospital bed accommodation. Another 
striking case was that of Withington Hospital, Manchester— 
2,620 beds, of which on September 23rd 1,100 were empty. Some 
authorities had,in necessity, taken the law into their own hands. 
Some timeago there was a proposal from the city of Birmingham, 
which had a large Poor Law infirmary, but he was unable to 
sanction that request. In the city of Bradford, and at Willesden, 
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hospitals under the Poor Law had been converted into general 
hospitals. Dr. Addison recalled that borough councils had some 
powers under the existing Public Health Act, butit was doubtful 
whether or not these powers fully extended to the supply of 
gone hospitals. The point would be set at rest by the bill. 

e proposed, however, in order to meet the objections, which 
he fully understood, and to avoid unnecessarily increasing the 
expenditure, to make certain alterations in Clause ll. In order 
to secure that the Minister responsible might be called up at 
question time and made answerable for the schemes he sanc- 
tioned, and also for the conditjons applying to them, he should 
suggest that in Clause 11 the wording, 

“That the scheme shall, on certain conditions approved by 

the Minister,” 
should apply to the whole clause. 

Clause ll, as originally introduced on August 16th, 1920, ran 
as follows: 

11.—Q) The council of a county shall have power— 

(a) to supply and maintain hospitals (including out-patient 
departments) for the treatment of illnesses and diseases gener- 
ally, or for the treatment of any particular illness or disease, or 
any particular class of ilinesses or diseases ; and Fi 

(b) to contribute on such terms and conditions as may be 
approved by the Minister, to any voluntary hospitals or similar 
institutions within their area; and 

(c) to undertake the maintenance of any Poor Law hospitals or 
infirmaries within their area; and 

(ad) to establish and maintain, or to contribute towards the 
cost of or otherwise aid in establishing or maintaining, an 
ambulance service for deali: g with cases of accident or illness 
within their area. 

(2) The councils of two or more counties may, with the consent of 
the Minister and subject to such conditions as he may prescribe, com- 
bine for the purposes of supplying and maintaining hospitals under 
this section, and where any councils so combine they may appoint a 
joint committee under section eighty-one of the Local Government 
Act, 1838, and that section shall have effect accordingly. 

43} Section one hundred and thirty-two of the Public Health Act, 
38% (which gives powers to recover the cost of the maintenance in 
hospital of a person who is nota pauper), shall apply to any patient 
who has received treatment in a hospital maintaived by the council of 
acouniy under this seciion, and the council shall have the same power 
of recovering expenses as is given to a local authority under that 
section. 

@) The expenses of a council under this section shall be defrayed in 
the case of the council of a county as expenses for general county 
purposes, and in the case of the council of a county borough as 
expenses incurred in the administration of the Public Health Acts, 
3875 to 1908. 

45) A council shall have power, with the approval of the Minister, 
fo borrow any sums required for the purposes of this section, in the 
ease of the council of a county in the same manner as for the purposes 
sp cified in section sixty-nine of the Local Government Act, 1888, and 
in the case of the council of a county borough in the same manner as 
for the purposes of the Public Health Acts, 1875 to 1908. 

(6) In this section the expression ‘ council of a county” includes the 
eouncil of a county borough. : 


He would further propose that paragraphs (a) and (c) of the 
clause should be altered, so that the authority should be 
limited to taking over, under proper agreements, all existing 
Poor Law hospitals, and that this power should not extend to 
taking over the voluntary hospitals. This would also shut out 
the establishment of additional hospitals. The intention was 
to limit the clause to allowing the authorities to make voluntary 
contributions. Thus they would meet the present needs and 
give time for consideration without prejudice to any ultimate 
arrangement arrived at. After dealing with a question as to 
the verbal amendments needed to define the proposals as stated, 
Dr. Addison said there were two ways of dealing with this 
matter. Hospitals were already on the rates. Where they 
were taken over and were made quite separate from any work- 
house the cost per head would be more. The conditions which 
have to be approved by the Minister of Health, and nothing less 
than that would meet the needs of the case. There were two 
classes of objections—the first was the professional objections, 
and the second the rate objections. With regard to the pro- 
fessional objections, at the deputation the other day from the 
British Medical Association he found that their representatives 
were desirous of helping in every way they could. They said 
they came in no spirit of controversy, and the speakers were 
deeply in sympathy with the scheme as a whole. These 
medical men suggested there should be sufficient safeguard to 
secure that bona fide professional considerations and objections 
should be properly considered and fairly met, and with that 
he entirely agreed. The first proposal was that the scheme 
would have to require the sanction of the Minister. He 
had said that so far as he was concerned, not in individual 
cases affecting administrative action, but on the general 
_— and policy governing the recognition of schemes, 

e€ was most anxious to consult the profession on one condi- 
tion—that somebody must be produced to whom he could fairly 
say, he had done what he had been asked todo. In the case of 
Bradford, which was a test case, he had before him the sugges- 
tions which were obtained on that scheme from the local 
Branch of the British Medical Associatlon. The Committee 
raised only questions of detail; there was no objection to the 
principle of the scheme. Further, they agreed to try to 
secure the goodwill and co-operation of the profession in the 
district. They agreed also to set up a local medical body with 
which questions could be discussed. He thought those steps 
would meet the representations made to him on the profes- 
sional side. As for the possible burden on the rates and the 
taxpayers, the limitations to which he had referred went a long 
way to meet misgivings. In anticipation that this matter of 
expenditure would be raised in the Commons he had authorized 


inquiries,and the result was set out in a memorandum circy. 
lated a few daysago. The result in the boroughs and districtg 
selected was described by Dr. Addison. He went on to say at 
some length that the two alternatives of policy in dealing with 
local expenditure were either to control the whole sphere of 
local expenditure from Whitehall and thus establish a growing 
bureaucracy, or to put safeguards and limitations of a reasonable 
kind and encourage the control of the electors over local 
government. This latter he deemed the right course to adopt, 


Debate on Clauses 10 and 11. 

Earl Winterton, after some emphatic criticism of the bill on 
general grounds, strongly objected to Clause 10 as practically 
giving to the Minister of Health carte blanche to override the 
Lunacy Act. It seemed to him only another example of the 
fixed idea with which Dr. Addison was obsessed that he and 
his department alone should be responsible for ordering the 
coming and going of everyone in this country. He did not 
know why the Ministry of Health should override the Lunacy 
Commissioners ; its previous attempts to deal with other ques- 
tions led members to believe that the department would not 
be any more successful in this. There was a large school of 
opinion that the present Act allowed too big a loophole for 
possible ill treatment and ill usage of the subject; yet under 
this clause Dr. Addison proposed to sweep away the safeguards 
in the existing Acts. Under the clause it would be possible, 
subject to very small safeguards, for, say, a neurasthenic who 
was not familiar with the law to be incarcerated without 
having any power to adopt the procedure laid down in the Act 
for appeal to proper authority. As for the voluntary hospitals, 
Earl Winterton said he did not believe that the effort on their 
behalf was anything like exhausted. Possibly they might be 
run by the Red Cross, which, he understoed, had large funds at 
its disposal. Dr. Addison’s promise to introduce an amend- 
ment to this clause so as to make it impossible for a local 
authority to set up fresh hospitals and support them out of the 
rates was an important concession, and in that form there was 
not.the same objection to the clause. He could not, however, 
see the reason which had led Dr. Addison to present the bill 
before this matter had been thus defined. If Dr. Addison was 
anxious to see the voluntary system maintained, he should give 
it a fair chance, and that it would not have if local authoyities 
were encouraged to give subscriptions out of the rates. The 
grant of that power would, he believed, strike'a death blow at 
the voluntary system. He moved the rejection of the bill. 

Sir Henry Craik seconded the amendment, objecting to the 
bill on financial grounds, and because it attempted far too many 
things within the compass of one measure. The matters in- 
volved in the medical provisions raised points of great impor- 
tance and delicacy as to which the House had to be advised by 
the most mature and careful medical authorities. They could 
not, in his opinion, be dealt with in a few lines and a couple 
of clauses. 

Sir Donald Maclean held that Clause 10 required most careful 
investigation. He hoped that the House would not give, in 
anything approaching their entirety, the powers asked for by 
the Ministry. They threatened a very serious inroad in what 
had hitherto been carefully safeguarded by the House. The 
Minister of Health might recall the very difficult progress to 
that House of the last bill which dealt with a similar question. 
People knew what had happened under the safeguard of the 
certificate of two medical men, and all the rest of it. He 
suggested that the operation of the clause might be limited 
to cases arising out of the war and not have any general appli- 
cation. As to Clause 11, he thought they must face the fact 
that to grapple adequately with the need for preventive and 
curative treatment voluntary effort was not sufficient. Given 
the safeguards required, the proposals of this clause would, he 
thought, constitute, after careful scrutiny by the Committee, 
a most grave and national urgent need. 

Lord Hugh Cecil suggested that the hospital question should 
have been dealt with on a larger scale and in a separate bill if 
dealt with at all. With regard to the mental hospitals clause 
the great reform needed was that people confined by reason of 
mental deficiency or derangement should pay their expenses 
and no more, because the tendency was so overwhelming not 
to cure the patient but to treat him very kindly and to keep 
him where he was. In his opinion the bill touched the subject 
of lunacy in a very dangerous way. The only safeguard the 
mentally deranged person would have would be of giving notice 
in writing to a Minister.. Such a person might be wholly 
unaware of the power, and if he was aware of it, might find it 
very difficult to exercise. Perhaps that would safeguard, but, 
so far as he could judge, these were to be small! institutions 
a exposed to the danger of lending themselves to 
profit. 

Mr. Charles Edwards announced that the Labour party were 
opposed to Clause 10, intimating that they were very much in 
agreement with Lord Hugh Cecil in this matter. 

Mr. Godfrey Locker-Lampson submitted that Clause 10 must 
involve the appointment of a large army of inspectors, 
because apparently there might be a centre for treatment in 
almost every village in the land. He held that Clause 11 would 
put a very large burden on the rates, and that before the House 
agreed to this scheme it ought to know clearly what were Dr. 
Addison’s intentions as to (1) the report, which practically 
suggested a complete alteration of the Poor Law, and (2) the 
report of the Consultative Council, which dealt with the whole 
future conditions of medical service. 

Sir Ryland Atkins, speaking as chairman of the Executive 
Committee of the County Councils Association, was of opinion 
that there was a real case for enabling county councils to 
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\ Law infirmaries, but saw danger in the proposal to 
= pala councils and county borough councils to subscribe 
hospitals. If aid was required other than from voluntary con- 
tributions it had much better be obtained, he thought, in the 
form of a Government grant, subject to audit and inspection, 
than in a draft from the rates, which would weaken the springs 
of voluntary aid. The debate was then broken off. 


The Debate Resumed. 

The debate was resumed on November 9th, when Dr. 
Addison further experienced the disadvantage of defending 
an “omnibus bill.” The housing, finance, and hospital 
proposals were in turn criticized by most of the speakers, 
who yet were not hostile to all the provisions, but only to 
some. Much objection, however, was taken to the fact 
that matters so diverse were linked in a single measure. 
The hospital clause suffered sharp attack from a number 
of standpoints, and as, at 11 o’clock, the discussion had 
to be closured, itis impossible to say to what extent 
individual] dislike of features of the bill remained un- 
disclosed. 


At the outset Dr. Addison heard an appreciation of Clauses 10 


and 11 by Dr. Raw, who, speaking from large experience of 


lunacy work, welcomed the project for the treatment of incipient 
mental disorders. He was certain that many persons admitted 
toasylums would be spared the stigma of lunacy if they could 
receive proper treatment for a few months in homes. He 
referred especially to puerperal mental aberration, to persons 
under the influence of alcoholism, and to others with mental 
symptoms following ordinary diseases such as influenza, pneu- 
monia, Bright’s disease, or brain injury. Referring to the 
cases of thousands of soldiers whose nerves had been shattered, 
he said,from his,own knowledge obtained in France, that very 
few were insane. He would like to see special mental wards 
attached to all general hospitals, where such cases would 
receive the best skilled attention. Dr. Raw also supported with 
confidence Clausell. 

Sir Godfrey Collins dissected figures already published to 
show that for five years during the war the provincial hospitals 
had an income exceeding expenditure ; and that it was only in 
1919 a serious deficit occurred, and this was only 8 per cent. on 
the total subscriptions. He spoke of the enterprise manifested 
in the provinces in forming committees of employers and em- 

loyees to meet these new circumstances by voluntary aid. He 
foaw that the position of the hospitals in London was very un- 
satisfactory, but he suggested that a small representative com- 
mittee should be set up to submit a scheme for wiping out the 
liabilities, and that meanwhile the —— in Clause 11 should 
be postponed. The adoption of this clause would, he feared, 
torpedo voluntary work. $ 

r. G. H. Roberts gave qualified support to Clause 11, but 
was concerned that no existing official staffs should suffer from 
any change in regard to service. He thought that what had 
been done under the Insurance Act to preserve friendly societies 
might encourage hope that the voluntary system could be 
maintained for voluntary hospitals consistently with aid from 
local authorities or the State. 

Mr. Leonard Lyell objected to the hospital question being 
dealt with in a miscellaneous measure, and held that the scheme 
for sanctioning assistance from the rates would work inequit- 
ably. Rich districts would escape and poorer districts would 
suffer a levy. 

Mr. Wise held that it was still possible to maintain the 
hospitals by the voluntary system, and-advocated fresh appeals 
for new subscribers. If, after all, it was found that aid must 
be obtained from the country, he thought it would be better to 
get this from the Exchequer instead of from local rates. 

Mr. F. Briant spoke in favour of the bill as regarded from 
experience of Poor Law administration. 

Major Ormesby Gore made a slashing attack on the measure, 
and especially on Clause 11. He insisted that Dr. Addison was 
not facing the hospital crisis, and described the bill as nothing 
but camouflage. It simply proposed to transfer from boards 
of guardians to county councils the cost of maintaining a certain 
number of beds. In the sequel there would be inadequate pro- 
vision for the poor who were left, and boards of guardians 
would have to build new infirmaries. He asked the House to 


. notice that the figures quoted by Dr. Addison as to vacant beds 


in Poor Law infirmaries referred to August and September. It 
had been stated thatat Fulham there was spare accommodation 
for 122 persons; that, of course, was true of those summer months, 
but at present the number of vacant beds was only 42. In 
his opinion, Dr. Addison had been misleading the House. He 
wanted to know further whether the Minister had consulted the 
Poor Law authorities on his op. ee _If he wished to end the 
work done by the guardians, he should introduce a bill to deal 
with the Poor Law e pry instead of presenting this ‘‘ hotch- 

tch ’? of every kind of thing. 
“7 Seddon held that the bill would not give to the hospitals 
the help they needed at the present time. He said that if the 
bill went to Committee many members who were supporters 
of the Government would have to oppose it. 

Dr. Addison, in a conciliatory reply, offered the House the 


“assurance as regards Clause 10 that any safeguards deemed 


necessary to protect the rights of patients in the mental homes 
would be accepted. As to Clause 11, he asked members who 
objected to contributions out of the rates to voluntary hospitals 
to ponder the fact that thirty-three different local authorities 


had already the power to give such aid under clauses which 
Were passed in private bills. He also reminded the House that,’ 
while the London Hospital had a waiting list of 900 persons, in 
addition to its other troubles, there were 200 vacant beds in 
Whitechapel Infirmary near by. People who could avoid doing 
so would not, however, use these infirmaries so long as they 
were under the Poor Law. If this matter were left alone, the 
whole burden of hospital maintenance would come upon local 
rates. His was the only practical pe per for relieving the 
situation; members who had criticized had offered none. 

Major Molson announced with regret that he should feel 
obliged to vote against the bill on financial grounds. Whether 
the extra burden fell on the rates or the Exchequer, he should 
still object, as he thought the matter could be carried along by | 
private enterprise. He deplored the fact that Dr. Addison was 
so beset by housing problems, instead of being able to give his 
whole attention to essentially health matters. 


At eleven o’clock Mr. Bonar Law moved the closure, 
which was carried by 177 votes to 52. The second reading 
of the bill was next carried by 156 votes to 76. Nearly all 
the minority were Coalitionists. Labour was sympathetic 
towards the bill—either supporting the Government or not 
voting. A motion by Mr. Hogge to refer the bill to the 
whole House was defeated by 153 votes to 53. 


> The Criminal Law Amendment Bills. 


The Joint Committee of both Houses of Parliament 
appointed to consider the Criminal Law Amendment Bilis 
Nos. 1 and 2 and the Sexual Offences Bill finished on 
November 2nd the task of taking evidence, and it is now 
engaged in preparing its report. Lord Muir Mackenzie is 
chairman, and the members include Dr. A.C. Farquharson. 
The sittings were begun early in the session, and have 
been held since the autumn, the Committee reassembling 
two or three times a week with a view of enabling legis- 
lation to take place within the session. All three measures 
thus examined were introduced in the House of Lords—the 
Criminal Law Bill No.1 by the Bishop of London; the 
Criminal Law Bill No.2 by Viscount Sandhurst (on behalf of 
the Government), and the Sexual Offences Bill by Earl 
Beauchamp. They followed the lines of bills brought 
forward last year in the same chamber. ; 

The procedure followed differed from that which obtains : 
when bills are referred to a Standing Committee of one or 
the other House. In that case each clause is dealt with 
successively for approval, amendment, or rejection. Under 
the reference of the three proposals for legislation to this 
Joint Committee witnesses were asked to give their opinions 
on the different bills and their separate featurés, and it is 
now left for the Committee to sum up in private its con- 
clusions as to what should be done, the object being to get 
for the Government a weight of authority in favour of a 
single bill to be drafted from the three thus reviewed, 
with such changes as the Committee may think advisable. 

Both the Criminal Law Amendment Bills set forth in 
their first clause that in future ‘consent’? of young 
persons should be nodefence. Both also would amend the 
principal Act as regards the age of the girl and “‘ reasonable 
belief,’ etc. The evidence varied as to whether the age 
should be raised from 16 to 17 or 18 or left as at present; 
but there was a weight of opinion that the law would 
operate more effectively if no question of ‘reasonable 
belief ’’ as to age could be raised asa defence. Thus it 
might be advisable to fix the age lower than otherwise 
would be done, removing from the principal Act the right 
of raising ‘‘ reasonable belief’ as to a higher age as a 
ground of defence. In that case the Committee may 
apparently retain the present age of 16 or raise it only 
one year. ; 


Mr. H. Wansey Bayly, honorary secretary of the Society for 
the Prevention of Venereal Disease, gave evidence on behalf of 
his executive committee. He urged that amendments should 
be made in the Sexual Offences Bill so as to ensure that preven- 
tive disinfection should not in certain sections be confused 
with curative treatment. His committee also suggested that 
the word “ preventive ’”’ should be omitted from sections of two 
of the bills, so as to enable chemists to recommend and offer 
for sale and advertisement proved, recognized, and accredited 
disinfectants for the prevention of venereal disease. 

Lord Gorell, President of the National Council for Combating 
Venereal Diseases, gave evidence on November 2nd. Toremedy 
evils at docks and huirbours he advised that all ships within the 
territorial waters of the United Kingdom should be brought 
within the provisions of the Criminal Law Amendment Act by 
making them liable to be deemed “ premises used as houses 
of ill fame.’”? He gave a depressing account of conditions at 
the docks, remarking that foreign seamen presented the worst 
difficulty. Following on what some earlier witnesses had 
said, Lord Gorell submitted that the transmission of venereal 
disease might be more suitably dealt with as an offence under 
a Public Health Amending Act than by a clause in any of the 
bills under consideration. He feared that if this question were 
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dealt with under the Criminal Law, the tendency even more 
than at present would be towards the concealment of the dis- 
ease. In the present state of public opinion the transmission 
of the disease was a social and not a criminal offence, but if 
ublic opinion advanced, in ten years it might be possible 
fo deal with it more severely. Dr. Farquharson asked if the 
witness held that the moral guilt was greater in the case of 
& person who knowingly transmitted the disease than in the 
case of a person who knowingly exposed himself to the disease. 
Lord Goreil replied that if it were treated as an offence against 
public health the blame would be the same in both cases. 

In answer to the Chairman, Lord Gorell said he did not 
suggest that the Committee should drop the clause constituting 
as an offence the transmission of disease knowingly, but that 
they should amend it and recommend that it should be em- 
bodied in a public health bill. To abandon the clause would 
give the public the impression that there was indifference as 
to the matter. Lord Gorell said he would not forbid the 
supply of drugs to prevent venereal disease, but he was not in 
favour of giving prophylactics to the general public to use as 
they pleased. The only difference between his council and the 
Society for the Prevention of Venereal Disease was upon that 
one point. The whole question medically was whether the 
distribution of these things would prevent infection. 


Public Health (Tuberculosis) Bill. : 
The Minister of Health has introduced in the House 0 
Commons this week a bill ‘‘to make further provision 
with respect to arrangements by local authorities for the 
treatment of tuberculosis.’’ 


Clause 1 imposes on county and county borough councils the 
duty of providing, to the satisfaction of the Minister, for the 
treatment of tuberculosis in sanatoriums or other approved 
institutions, and gives them power to erect and maintain such 
institutions; should a council fail in this duty the Minister 
may arrange for the obligation to be carried out by any other 
local authority or persons, and confer on them the necessary 

owers; any expenses incurred thereby may be paid in the first 
instance by the Minister out of moneys provided by Parliament, 
and are recoverable from the council. A council may exercise 
any of its powers in relation to the treatment of tuberculosis 
(other than the power to raise a rate or borrow money) through 
a committee, of which one-third may consist of persons who are 
not members of the council, but are specially qualified by 
training or experience in matters relating to the treatment of 
tuberculosis. Clause 2 makes it lawful for county or county 
borough councils or the Metropolitan Asylums Board, subject 
to the Minisier’s approval, to provide and maintain village 
settlements for tuberculous persons and their families; and for 
county, county borough, and metropolitan borough councils to 
provide and maintain non-residential establishments for tuber- 
culous persons. Where an approved voluntary association 
obtains the Minister’s approval of a scheme for providing 
houses in a village settlement for tuberculous persons and their 
families, money may be advanced on loan for this purpose by 
the Public Works Loan Commissioners, and contributions to- 
wards its cost may be paid by the Minister, with the Treasury’s 
consent, out of moneys provided by Parliament. Clause 3 
permits councils, with the Minister’s approval, to contribute to 
the expenses of any committee or body approved for the care 
or assistance of tuberculous persons or their families, and to 
provide for lectures and the spread of information on the pre- 
vention and treatment of tuberculosis. Clause 4empowers the 
Metropolitan Asylums Board to contract with councils for the 
reception of tuberculous patients in its institutions. Clause 5 
governs the defrayment of expenses and the power to borrow 
money. Clause 6 modifies the measure in its application to 
Scotland, and declares that it shall not apply to Ireland. 


The Census Order—The Census Act, 1920, provides that the 
date and method of taking a census for Great Britain and the 
particulars to be stated in returns shall be laid down by an 
Order in Council. A draft Order names April 24th, 1921, as 
the census day. The schedule of particulars to be stated in 
ee has no entry relating to disease or defect in mind 
or body.. : 


Appeals from Pensions Tribunals.—Mr. Pennefather asked if 
the Minister of Pensions was aware that nearly one applicant in 
every three who appealed to the Ministry of Pensions tribunal 
was successful in his appeal; and if he would take such steps 
as might be necessary to avoid putting so many persons to the 
trouble of appealing. Major Tryon replied that the proportion 
of persons successfully appealing to the tribunals was approxi- 
mately as stated, but it was necessary to bear in mind that the 
proportion of appeals to rejected claims was less than 15 per 
cent. Thus the successful appeals represented less than 5 per 
cent. of the adverse decisions given by the Ministry, and this 
fact might, he thought, be regarded as a testimony to the care 
with which all claims were considered in the first place. No 
claim was rejected by the Ministry without the most careful. 
consideration of all the relevant facts of the case, and it wasnot 
thought by the Minister that any further steps in the direction 
suggested could be reasonably expected of him. 


MOTOR NOTES FOR MEDICAL MEN, 
By H. MASSAC BUIST. 


Tue Motor Snow 1n Review. 

THERE is little of interest to the medical man to add 
to the notes published in this Journat last week on the 
exhibits at the Motor Show, which concludes at Olympia, 
Kensington, and the White City, Shepherd’s Bush, London, 
on Saturday, November 13th. True there are an even 
greater number of small cars, particularly at the White 
City, than were mentioned individually in these columns, 
But investigation proves that the very large number of 
exhibitors in this section seem to be either more or lesg 
in the position of little local assemblers, such as were 
characteristic at one time of the cycle industry, or they 
place on the market vehicles put together from componentg 
bought, and sometimes assembled, in America. Indeed, 
one piece of advice that. may be given to the pro. 
fession is the need to make assurance doubly sure ag 
to the place of origin of all the components of a car; 
not that it matters which country any particular com. 
ponent comes from, but it does matter: very con 
siderably from what particular enterprise each part 
is issued. That throws light on the ability of the firm 
from whom a vehicle might be bought to carry out its 
obligations alike as to guarantee for the usual term and ag 
to supplying spare parts as and when they are needed, 
It would seem that a number of vehicles shown in this 
small section are simply the first examples of their kind 
that have been put together, so that there can be little on 
no experimental work behind them. Those staging them 
could not tell accurately how they will work for three 
months at a spell, and in many cases they have not had 
one example on the road more than a few miles! There. 
fore this is a section in which it would be advisable te 
recommend the medical man to go very cautiously. The 
width of choice is most welcome as indicating merely that 
there is a large public demand for small vehicles. But 
when brought down to responsible firms the choice ig 
really extremely limited. This does not mean necessarily 
that there is no chance for a new firm. On the contrary, 
one may take as an example the Galloway, from Scotland. 
This little car—which has incidentally a novel form of 
spring gaiter, in that the main portion is fashicned of 
aluminium—is designed by Mr. 'T. C. Pullinger, managing 
director of the Arrol-Johnston company, and is an effort 
at an entirely new scheme of manufacturing, the financial 
details of which may not be published yet. It may, how- 
ever, be indicated that the notion is that, in this case, the 
workmen shall have the opportunity of practically owning 
the business once it is launched. The chief of a very big 
Scottish engineering house is at the back of this venture. 


The Two-cylinder Vogue. 

Some of the makers of new small cars seize on the 
apparent vogue for the two-cylinder air-cooled type of 
engine, imagining they can improve on such schemes 
merely by fitting the two-cylinder water-cooled type of 
engine, sometimes of V-form, sometimes of horizontal 
type. A few even favour the vertical type which was 
much in vogue until before the war, the cheap four- 
cylinder motor appeared to displace it because the 
balance was much better. In the post-war era the two- 
cylinder revival seems to be justified mainly by reason 
of motor-cycle practice, combined with aviation engine 
experience, enabling designers to furnish this form of 
power plant in the air-cooled form. One cannot see 
much use for the two-cylinder engine of the water- 
cooled type. On the other hand, as employed on the 
air-cooled principle it is much cheaper to make, and one 
puts up with the one fault—the relative absence of balance 
—by reason of the many other gains in these days ol 
necessarily expensive materials and labour. ‘This type 
can be constructed of considerable size and power, yet of 
light weight and cost. 


Of established makes that depart from convention as 


regards design, the G.W.K. is shown in chassis form in 


a@ manner which makes the method of friction drive at, 


the rear explicable to the least technical. The present 
condition of labour and materials is reflected in the 
manner in which a well known small car—the 94-lap 
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direct to the front axle. 
_ series of accumulators stored neatly under the seat. The 
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Treasury rating, four-cylinder, water-cooled Briton—is 
marketed, namely, as a two-seater complete at £455 plus 
£50 surcharge. ‘The 10-12-h.p. four-cylinder typeis shown 
at £460 plus £50 surcharge. The latter is a de luxe type, 
p&vivg 5 mm. bigger bore measurement and 10 mm. longer 
piston travel. A firm that has established itself in the motor 


-eycle industry for a long time (Douglas Motors of Bristol) 


introduces a 10}-h.p. two-cylinder chassis, the engine being 
built on the horizontally opposed principle. This vehicle 
is staged alike with two-three seater and with four-seater 
coachwork. ‘The smallest De Dion Bouton chassis shown 
is a 12.1-h.p. Treasury-rating four-cylinder water-cooled 
model, the chassis of which costs £600. Fitted with a 
three-quarter coupé cabriolet body, it is marketed at an 
inclusive provisional price of £940, The chassis price of 
the 15.3-L.p. Treasury rating four-cylinder Thor car shown 


by Simpson Taylor is £425, including an Allis-Chalmers 


engine-starting and car-lighting set. The price of this 
vehicle fitted with -London-built coupé body is £650. The 
car is more or less on the typical American lines of 


~ designing a vehicle of this size and power, save that the 


rear suspension is by cantilever springs. 

An electrically propelled bath chair is shown by J. andA. 
Carter, the propulsive force being a }-h.p, electric motor 
set directly above the two small front wheels and driving 
The current is obtained from a 


batteries have a capacity of 36 ampére-hours and give 
current for a distance of 20 miles per charge. The simple 
control is by a single lever in the right side of the chair. 
By moving this forward four speeds can be attained, 
ranging from a crawling pace to five miles an hour. 
Ordinary gradients can be negotiated with ease. A reverse 
can be obtained on each speed. As soon as the current 


_is switched off the hand brake acts on the back wheels. 


There is besides on the left an emergency hand brake 
worked on a ratchet; this can be left on when the chair 
is unattended. 


MEDICINE IN THE SCHOOLS. 


Sir Georce Newman’s annual report for 1919 as Chief 
Medical Officer of the Board of Education follows hard 
upon the heels of his report as Chief Medical Officer of the 
Ministry of Health, and it is to be remembered that the 
work of medical inspection and treatment is conducted by 
the Board of Education under the authority of the Minister 
of Health and that close co-operation between the two 
departments exists. 


Results of Medical Inspection. 

The School Medical Service was established in 1907 for 
the medical inspection of children at elementary schools. 
The results of inspection raised the whole question of 
treatment—medical and educational—in the clinic and in 
the school, and fresh emphasis was given to preventive 
methods. ‘Thus it has come about that the School Medical 
Service now means a comprehensive scheme of child 
welfare for children of school age, including (1) the 
medical inspection of children and young persons 
in elementary, secondary, and continuation schools ; 
(2) medical and dental treatment; (3) hygiene, physical 
training, and open-air education ; (4) provision of school 
meals where necessary; (5) special schools for the blind, 
deaf, defective, and subnormal children; (6) the restriction 
of child employment; (7) the control of infective disease 


_in schools; (8) nursery schools. 


The results of inspection during 1919 differ, it is stated, 
very little from those of previous years: about 49 per cent. 
of the children examined in the course of routine inspec- 
tion were found to have one or more defects. Children 
absent owing to illness are not included; they constitute 
a separate problem. ‘The gross defects are, on the whole, 
declining steadily, and a comparison between the 8-year- 
old children and the 12-year-old shows an improvement in 
cleanliness, dental condition, nutrition, and diseases of the 
nose, throat, and lungs. On the other hand there is some 
deterioration in respect of heart, liver, and deformities. 


Crippled Children. ‘ 
Thanks, perhaps, partly to the war, through the in- 
creased attention it caused to be given to traumatic 
deformities, considerable progress is being made in the 


arrangements for provision and treatment of deformity in 
childhood. The Education Act of 1918 extended to the 
case of physically defective children the duty imposed on 
the local education authority by the Act of 1914 to make 
suitable provision for the education of mentally defective 


children. Since April last the authority is required to 


ascertain what children in its area are physically defective 
and to make provision for them. Here again, as Sir 
George Newman points out, we have the old story of the 
voluntary pioneer preparing the way for the State. If 
was in 1851 that the Cripples’ Home was founded im 
Marylebone, and in 1865 that the National Industrial Home 
for Crippled Boys was started in Kensington. 

Sir George Newman pays an eloquent tribute to the 
achievements of orthopaedics, and then states that the 
policy of the Board of Education is designed to allow 
the local authorities to make provision for the education, 
proper housing, and physical welfare of all crippled 
children, including, when satisfactory arrangements can 
be made, little children from the age of 2 years upwards. 
The first step a local education authority must take is to 
ascertain the number of crippled children in its area, and 
certain preliminary inquiries show that-the ratio varies 
very greatly in different areas—from 3.5 per 1,000 ina 
county area to 13.9 in London, 14.1 in Manchester, 19.9 in 
Shropshire, and 22.9 in an area just outside Manchester. 
The figures suggest that one cause of the variation in the 
ratio is that the inquiry has been made more carefully in 
some districts than in others. It is suggested, after making 
all allowances, that between } and 1 per cent. of the children 
of school age require treatment and education as cripples ; 
this would mean from 30,000 to 60,000 children in total. 
As to the cause of crippling, Dr. Hamer’s stniistics for 
London suggest tuberculosis as the most important simgle 
— next comes acute poliomyelitis, and next i 

efect. 

A scheme for the treatment of crippling defects must, it 
is pointed out, fulfil certain principles: the first is that the 
child must be brought under treatment as early as possible; 
the second, that the treatment must be prolonged; tle third, 
that after-care must be provided to maintain the treatment 
applied in hospital and to guatd against relapse ; ile fourth 
is that suitable educational provision must be made during 
the long sojourn in hospital necessary to most courses of 
treatment. Finally the treatment must be courprehensive 
and effectual. These principles are practically those hid 
down by Sir Robert Jones and Mr. Girdlestone m the 
article they published in this Journan on May 22n }, 1920. 

A number of residential schools for crippled children 
have been established in various parts of the country; 
thus there are fourteen for cripples and nineteen for 
non-pulmonary tuberculosis; in addition, seven residential 
open-air schools take in non-pulmonary tuberculous 
children. There are also fifty-seven day schools, pro- 
viding accommodation for over 5,000 physically defective 
children; at each of these is a nurse, who takes the 
children to school in an ambulance, inspects splints, and 
assists at the medical inspections. : 

Schemes for organizing the treatment of cripples have 
been instituted in several localities by voluntary com- 
mittees. The Shropshire scheme, which has grown out 
of the pioneer work of Miss Hunt at Baschurch, bas been 
fully described in our columns. There is a similar scheme 
in North Staffordshire. A scheme for Oxfordshire, Berk- 
shire, and Buckinghamshire is being organized by Mr. 
S. R. Girdlestone, and a scheme for Westmorland, in- 
cluding an orthopaedic hospital at Calgarth Park, Winder- 
mere, is being got into working order. 

The need for close and continuous co-operation between 
voluntary agencies and associations and the more official 
work of the local authorities is insisted upon, but if would 
appear that the progress of the schemes is being hampered 
by their high cost, one item in which is the price of 
apparatus. Economy in the latter respect might be 
effected had each orthopaedic institution a workshop of its 
own. As to the nature of the institution, preference is 
expressed for the residential school which provides early 
education, long treatment, educational facilities, and open- 
air conditions; at the same time it is less expensive than 
a hospital. The child should be got out of the hospital 
and into a residential school as soon as the special treat- 
ment provided by the hospital is completed. 


(To be continued.) 
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MAINTENANCE OF HOSPITALS BY LOCAL 
AUTHORITIES. 


A CONFERENCE called by the Federation of Medical and 
Allied Societies was held at the house of the Medical 
Society of London on November 5th to consider the pro- 
- visions of Clause 11 of the Ministry of Health (Miscel- 
laneous Provisions) Bill. Sir Matcozm Morris, who pre- 
sided, said that they had in the first place to consider 
whether such a measure as this should have been intro- 
duced at all; in the second, to note that the Ministry of 
Health had not consulted the Federation; in the third, to 
endeavour to assess the effect of the new proposals upon 
the voluntary system; and finally, to decide upon what 
measures should be taken to secure the modification of 
this clause of the bill. 

Dr. ARTHUR LATHAM moved the first resolution, which- 
was one of regret that it should have been found necessary 
to introduce health legislation involving important prin- 
ciples in a miscellaneous provisions bill. Dr. E, H. M. 
STANCOMB seconded, and said that if this method of intro- 
ducing health legislation were condoned they might find 
themselves face to face in their local areas with cut-and- 
dried schemes quite in opposition to the interim report of 
the Consultative Council and to the wishes of the local 
profession. Dr. W. E. ELLIOT, M.P., argued that the 
profession had itself to blame for not bringing pressure 
to bear upon the Minister. Dr. F. E. FREMANTLE, M.P., 
supported Dr. Elliot’s contention, but, while admitting 
that it was regrettable that these provisions should be 
introduced before a larger measure was brought in, said 
he must oppose the resolution if it reflected on the 
Minister. Sir HENRY CRAIK, M.P., said that the resolu- 
tion assigned responsibility to no one, but it was greatly to 
be deprecated that a bill should be introduced which was 
not one but a dozen bills. The resolution was adopted, 
with three dissentients. 

Sir THoMAS HORDER moved: 

That the interests of the public in the question of health legislation 
can be safeguarded if the Minister of Health avails himself of the 
means now offered of consulting collectively the medical, dental, 
pharmaceutical, nursing, and midwife professions and others con- 
cerned with the national health, inasmuch as the members of 
these professions not only provide the health services, but are 
looked to by the public for guidance in such matters. 

He thought the principle of this resolution was conceded 
by the Minister himself, who had emphasized the fact that 
ultimately he was dependent upon the general opinion of 
the medical profession for successful health legislation. 
The speaker mentioned that Lord Rhondda in his last 
illness, alluding to what he would have done had he been 
Minister of Health, said to him: ‘I want you (the medical 
men) to get the machinery whereby I may tap the opinion 
of the profession, and this machinery should not be part 
of the bureau.’’ The Consultative Council was admittedly 
part of the bureau, but the machinery for tapping opinion 
existed in the shape of the Federation. 

Mr. J. P. LOCKHART-MUMMERY seconded the resolution, 
and Dr. STANCOMB, in supporting, assumed that the Ministry 
of Health, in bringing in a general provisions bill of this 
sort, was receiving pressure and advice, not from those 
best qualified to give it, but from friendly societies and 
other interested sources ; outside pressure was being used 
to bring in municipal hospitals. Sir HENRY CRAIK urged 
the strengthening of the resolution to make it express a 
demand for such consultation, and his amendment to this 
effect was seconded by Dr. W. E. ELLIOT and adopted, so 
that the resolution as ultimately carried ran: 

That the interests of the public in questions of health legislation 


demand that the Minister of Health avail himself of the means 
now offered, etc. 


Dr. CHARLES BUTTAR moved: 


That as the British voluntary hospital system has been proved to be 
the most efficient and economical means of providing institutional 
treatment, and one which stands as a pattern for the world, it 
would be a mistake to establish municipal general hospitals until 
the system of contributions by patients towards the cost of their 
maintenance in voluntary hospitals and the attempts now being 
made to link up voluntary hospitals with Poor Law infirmaries 
have been given a fair trial. . 

Several members of Parliament present pointed out that 
in the House of Commons on the previous evening the 
clause had been modified so that the resolution as it stood 
was scarcely necessary or germane. Dr. Buttar, however, 
persisted in moving it, with special reference to the posi- 
tion in Bradford, which was not ruled out by what had 
happened in the House of Commons. He said that there 
was on the onc hand a reaction amongst certain classes 


* The clause as introduced into the House of Commons on Augusé - 


16th is printed in full in our Parliamentary Notes this week 


against what was called charity, and on the other a move. 
ment in favour of nationalization or municipalization, ang 
he regarded Clause 11, at least as it originally stood, as an 
attempt at a much extended system of municipalization 
as applied to hospitals. Pending a fair trial of the inter. 
esting experiments now proceeding in the direction of 
payment by patients for maintenance and of the linn 

up of Poor Law infirmaries with voluntary hospitals, there 
was no present excuse for any.large extension of hospital 
provision by local authorities. 

Mr. NEVILLE CHAMBERLAIN, M.P. (representing ‘the 
British Hospitals Association), seconded, and the motion - 
was supported by Sir JOHN YOUNG, who said that at the 
Central London Throat, Nose, and Ear Hospital, where 
the practice of receiving voluntary contributions from 
patients had been followed with great success for many 
years, 50 per cent. of the expenses of the hospital had 
been met by this means. A well devised system of 
patients’ voluntary contributions would remove the stigma 
of charity, which was the most important sentimental 
objection to the voluntary system. Lord KNUTSFORD 
declared his belief that the voluntary system had 
come to an end. After January Ist next the London 
Hospital would close its doors because it could not 
pay its bills. This was not because subscriptions had 
fallen off, but because the cost of everything was so 
high. The voluntary system had done its best, but its 
day was over. His ideal system would be ohe in which 
the London County Council was made the health authority 
for the whole of London, with a linkage of central and out- 
lying hospitals, the former to be for the most part con-- 
sultative centres, and the Poor Law infirmaries to be 
municipal hospitals thoroughly well staffed. He did not 
think that municipal aid would put an end to voluntary 
contributions. Dr. STANCOMB could not agree that the 
voluntary system, to quote the resolution, had proved 
efficient, though it had been economical, in the unfortunate 
sense. It had not met the needs of the community nor 
encouraged preventive medicine. The voluntary hospitals 
provided no opportunities for practitioners to avail them: 
selves of modern methods for carrying on their work, 
He trusted the conference would not allow it to go fotth 
that those present would put any obstacle in the way 
of State aid. 

It was agreed, on the proposition of Sir THOMAS HORDER, 
seconded by Sir RONALD Ross, to delete from the resolu- 
tion the words in praise of the voluntary system. 

Dr. STANCOMB then moved as an amendment, in place ol 
the whole of the remaining part of the resolution: ‘‘ That 
the time has now come when the British voluntary hos. 
pital system should be supplemented by State aid.’’ Dr, 
A. A. MACKEITH seconded. Dr. GORDON DILL opposed the 
amendment as introducing a wider issue. He bowed te 
Lord Knutsford’s opinion so far as London was concerned, 
but he believed that in the country generally the volun- 
tary system was not dead, and that it would not die unless 
killed by misguided legislation. Dr. BRUCE, of the Society 
of Infirmary Medical Superintendents, praised the linking 
up of the Poor Law infirmary with the general hospital, 
but urged that this would not meet the whole situation; 
and Dr. J. C. MUIR pointed out the fallacy of taking 
the number of empty Poor Law beds in summer as an 
index to the condition of the Poor Law infirmaries all 
the year round. He feared that the destitute poor might 
be pressed out. : 

Dr. STANCOMB would not accept any modification of hig 
amendment whereby the words of the original resolution 
would be left in, and his proposed words added on to 
them; on being put to the vote his amendment was lost, 
14 voting in favour and 15 against: Mr. NEVILLE 
CHAMBERLAIN then moved to insert at the beginning of 
the resolution the words, ‘‘ That the time has come when 
the British voluntary hospital system should be supple- 
mented by further State aid.’’ Dr.G. B. BATTEN seconded, 
and this wasagreedto. As finally carried, without dissent, 
the resolution read: 

This conference of representatives of medical and allied organiza- 
tions suggests that the time has now come when the Kritish 
voluntary hospital system should be supplemented by further 
State aid, but that the system of patients contributing towards 
the expense of their maintenance in voluntary hospitais and the 


attempts which are now being made to link up voluntary hospitals 
with Poor Law infirmaries should be given a fair trial. 


Dr. FREMANTLE moved that any municipal or State con- 
tribution should be limited to a grant pe: capita for those 
patients unable or only partially able 6 pay the expense 
of their maintenance and treatment in yo untary hospitals. 
Dr. BATTEN seconded this, but Mr. CHAMBERLAIN pointed 
out that this would do away with the contributions now 
being made by local authorities in respect of venereal 
disease, maternity, and various other services; and Dr. 
ELLIOT pleaded that a vote should be avoided on this 
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? COLONIZATION OF TROPICAL AUSTRALIA. 


matter of detail at the present stage. Dr. Fremantle then 


withdrew his resolution. 


resolution, proposed by Mrs. CARTER, was 
conricd without Eee it affirmed that in the event 
of the establishment of municipal hospitals it was in the 
ublic interest that the local doctors and dentists, pharma- 
cists, nurses, and midwives should have a clearly defined 
representation in connexion with ail local health authori- 
ties or such bodies as were responsible for the administra- 
tion of local hospitals and Poor Law institutions, 


COLONIZATION OF TROPICAL AUSTRALIA. 


Tue question whether the white races can permanently 
establish themselves in tropical regions has been discussed 
during the last thirty years or so from a new point of 
yiew, for it has been contended that the reason why true 
colonization has failed is not the climate but certain 
tropical diseases, such as malaria, which, it is asserted, 
can be prevented. The question has had particular in- 
terest for Australia, the northern part of which falls 
within the tropics. It has been held, on the one hand, 
that the climatic conditions and the prevalence of tropical 
diseases, especially in Northern Queensland, is incom- 
patible with ‘the permanent establishment of a self- 
sustaining white race in tropical Australia. On the other 


, hand, it has been contended that it should not be beyond 


the power of preventive medicine to deal effectively with 
these conditions of endemic disease. The problem 1s very 
largely a medical one. The Australian Medical Congress 
at its ninth session recommended that the principal 
subject for discussion at the congress at Brisbane this 
year should be the possibility of the permanent occupation 
of tropical Australia by a healthy indigenous white race 
and the conditions conducive or essential to such occupa- 
tion. At the congress in Brisbane last August a report 
from the executive committee was discussed. It appears 
desirable to quote in full the main resolution, which was 
as follows: 

After mature consideration of sources of information embody- 
ing the results of long and varied professional experience and 
observation in the Australian tropics, the Congress is unable to 
find anything pointing to the existence of inherent or insuper- 
able obstacles in the way of the permanent occupation of 
tropical Australia by a healthy indigenous white race. It con- 
siders that the whole question of successful development and 
settlement of tropical Australia by white races is fundamentally 
a question of applied public health in the modern sense, such 
as has been demonstrated and practised with success amongst 
civil populations, under far_more difficult conditions, by the 
American authorities in the Philippines prior to the Great War, 
and throughout the military forces of every allied Power during 
that war. It considers that the absence of semi-civilized 
coloured peoples in Northern Australia simplifies the problem 
very greatly. But it desires to emphasize in the strongest 
manner that any considerable extension of population and 
settlement under the existing loose conditions of sanitary 
administration and sanitary practice, using these terms in their 
modern wider sense, which prevail at the present time in 
tropical Australia, cannot hope for lasting success, and cannot 
fail’ to result in ultimate disaster. The Congress recognizes 
that a large amount of work still requires to be done in working 
out the practical details of any scheme of settlement, but it 
considers that it presents no difficulties beyond those of 
organization, staff, time, and money. It realizes that a great 
national question is involved, but it is unable to discern any 
obstacles which cannot be overcome by earnest and skilful 
application of the principles of statecraft. 

The Congress at Brisbane then proceeded to make a 
series of recommendations. The first was to the effect 
that, for the solution of the problem, the results of scientific 
investigation and practical experience must be closely 
correlated with appropriate action and be made readily 
available for the study of the various aspects of the 
problem, and for the guidance of those who are settled, or 
propose to settle, in tropical Australia. : 

Among the more detailed recommendations were the 
following: (1) That the work of the Australian Institute 
of Tropical Diseases should be extended and the results 
be made more generally available; (2) that the Federal 
Government should arrange for a special investigation of 
the health of the white inhabitants in tropical Australia, 
and for the co-ordination of information bearing on this 
area, with the results of white settlements elsewhere in 
the tropics; (3) that the Federal State Governments 
should provide for the dissemination of scientific and 
practical knowledge on the personal and communal 


_ requirements essential to healthy life in the tropics; 


| (4) that legislative action for the promotion of suitable 
conditions of life should include town and house planning, 
provision of recreation and open spaces, the making of 
arrangements for periodical changes from the coast to the 
hinterland, discouragement of extensive consumption of 
alcohol, selection of the most suitable hours for working, 
encouragement of industries specially suitable for tropical 
zones, assisted emigration of suitable persons of white 
race, provision of a land system which should encourage 
settlement by such a race, as well as measures for the 
promotion of an understanding with neighbouring civilized 
races (other than white) for the avoidance of hybridism 
and the perpetuation of pure races; (5) that the quaran- 
tine de‘ence system should be improved by increas2d 
equipment of clinical and laboratory facilities; (6) that 
the hookworm campaign should be extended so as to 
include among its activities the determination of the 
geographical distribution of filaria and malaria, and of 
the measures necessary for their eradication. For these 
and other essential ends the Congress declared that the 
appointment of a Federal Ministry of Health would be the 
most effective means. ; 


England and Wales, 


BraprorD Municrpat Hospitat. 

A very large and representative meeting of the medical 
profession in Bradford was held on the evening of 
November 3rd, under the auspices of the British Medical 
Association, to consider the position brought about by the 
proposals of the Health Committee of the City Council 
to establish a municipal hospital. The proceedings are 
described and discussed elsewhere (p. 753), but it will be 
useful to place on record the resolution unanimously 
adopted after the subject had been fully discussed with 
the Medical Officer of Health: 


That this meeting cf the medical practitioners of Bradford 
district regrets very much that the Health Committee of 
Bradford have thought fit to make arrangements for fhe 
foundation of a municipal general hospital without previous 
consultation with the medical profession, and that on this 
occasion, in accordance with the established custom of the 
the medical profession were completely 
ignored. 

This meeting sincerely hopes, in the interests of the publica 
and the medical profession, that the Ministry of Health will 
not seriously consider the proposals of the Bradford Health 
Committee until such Committee have consulted with the 
medical profession. : 

This meeting would also like to draw the attention of the 
Ministry of Health to the fact thatthe only medical member 
of the Health Committee was not appointed to accompany 
any of the various deputations which have waited upon the 
Ministry of Health. ; 


TULERCULOSIS IN WALES. 

Major David Davies, M.P., founder of the Welsh National 
Memorial Association for the Prevention of Tuberculosis, 
has, acting with his two sisters, given the sum of £12,500 
to found a chair of tuberculosis in the Welsh National © 
Medical School, University College, Cardiff. The chair 
will be a memorial to their grandfather. The gift was 
aunounced at the last meeting of the council of tho 
National Memorial Association, and Major David Davies, 
who was in -the chair, said that since the resignation of 
Dr. Paterson the work of the chief medical officer had 
becn carried on successfully by three members of the 
council. It was now desired to link up the medical work 
of the Memorial Association with the National Medical 
School, Cardiff, and the professor appointed to the new 
- chair in that school would also be medical director of the 
Memovial Association. It was announced that a house 
with eighty-six acres of land had been purchased at 
Sealyham for a tuberculosis hospital in Pembrokeshire. 
It was stated that altogether there were at the present 
time 144 vacant beds, with no waiting list, at the sana- 
toriums. It was hoped to make much more use of the 
North Wales sanatorium for the reception of cases of 
surgical tuberculosis, of which a large number were 
awaiting admission. 


Tue Hospiran QuESTION IN MANCHESTER. 
Tn the report which appeared in the Britis Meprcar, 


| JournaL of October 30th, p. 676, of Dr, Addison’s address 
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to the House of Commons Medical Committee he is 
recorded to have said, in dealing with the spare accommo- 
dation in Poor Law infirmaries, that “at Withington, near 
Manchester, out of a provision for 2,600 persons there were 
1,100 empty beds,” the inference from this apparently being 
that these 1,100 beds could be used for paying patients or 
voluntary hospital purposes. This statement appears to have 
been rather resented at a meeting of the Manchester Board 
of Guardians, and the vice-chairman said it was “absolutely 
untrue.” It would seem that there is some misunder- 
standing as to the real position. It is stated that during 
the war the whole of the establishment at Withington 


_ was handed over to the military authorities, who retained 


it up to the end of last year, and since then the guardians 
had been busy in restoring it to its original purposes. The 
total accommodation was about 3,000, but the greater part 
of this is said to be unfitted for hospital purposes. Before 
the war the hospital beds altogether only numbered 1,100, 
the other accommodation being set apart for the aged and 
infirm and other classes of inmates. At present, owing 
to the difficulties of staffing and equipment, only 950 beds 
were available for hcespital purposes, and of these, when 
the needs of the guardians were satisfied. only 250 could 
be placed at the disposal of voluntary hospitals or private 
paying patients. It is suggested that the Minister either 
obtained his figures in January, when the infirmary was 
necessarily empty after being so recently handed back by 
the military authorities, or that he included the accommo- 
dation in other buildings which are not suited for hospital 
purposes. 


Lonpon Mentat HospitTats AND THE MINISTRY OF 
 Heatty Bint. 


At the rere} of the London County Council on 
October 26th the Ministry of Health (Miscellaneous Pro- 
visions) Bill was brought up for consideration. The 
Council is the local authority for-the administration of the 
Lunacy and Mental Deficiency Acts, and its Asylums Com- 
mittee apprehended that certain clauses of the measure 
might operate prejudicially to this administration. The 
tlauses to which it took exception were that which pro- 
vided for treatment for incipient mental disorder without 
the necessity for certification and that which dealt with 
the power of county councils to provide hospitals. If the 
clause relating to incipient mental disorder became law, 
the regulations which the Minister of Health would make 
to give effect to it might, in the Asylums Committec’s 
opinion, be drafted upon lines which would make it 
impossible for voluntary boarders to be received in the 
present county mental hospitals, and the result would be 
injurious to the status of those hospitals and detrimental 
to the treatment of patients who must still be received in 
them for detention under certificate. The bill provides 
that no person may be received as a voluntary boarder 
unless he gives his written consent beforehand. This 
limitation, in the Committee’s view, was calculated very 
seriously to restrict the practical usefulness of the bill, but 
at the same time the extreme difficulty of the problem was 
recognized, and the provision might be accepted as at 
least a contribution to the solution of the problem if it was 
made clear that there was no intention to make it im- 
possible for voluntary treatment to be given in connex’on 
with the present mental hospitals. It wis also feared 
that the provision for the establishment arf] maintenance 
of hospitals by county councils might le part of a scheme 
for the dissociation from the existing lunacy administration 
of the proposed arrangements for the voluntary treatment 
of uncertified cases of mental disorder. It was decided 
that a deputation from the Council shou!d wait upon the 
Minister of Health. 


Ireland. 


CentraL Mipwives Boarp ror IReLanp. 
At the meeting of the Central Midwives Board for Ireland, 
held in Dublin on October 19th, a motion recording the 
loss the board had sustained by the death of Sir John 
Byers, one of its valued colleagues, was adopted, and the 
sympathy of tle board was directed to be conveyed to 


- Lady Byers in her sad bereavement. Dr. Coey Bigger and 


Sir A. J. Horne were unanimously re-elected chairman and 
deputy chairman respectively for the coming year. It wag 
reported that at the examinations held in July and October 
sixty-two and forty-eight candidates respectively wera 
successful. A deputation was received from the Irish 
Medical Association with reference to the inadequacy of 
the fees fixed by the Local Government Board under the 
Midwives (Ireland) Act for professional assistance to mid. 
wives im cases of emergency. The board, after heayj 
the views of the deputation, promised to communicate 
with the Local Government Board on the matter. 


TUBERCULOSIS IN BELFAST. 

Dr. Trimble, the chief tuberculosis officer for Belfas 
has lately presented his.annual report for the year endin 
March 3lst, 1920, to the Tuberculosis Committee of the 
City Council. Dr. Trimble rightly insists upon the 
necessity of an annual report: it 1s an official stocktaking, 
o! medical and social interest, and a means of prov aganda, 
During the year the Belfast Insurance Committee hag 
presented the Central Tuberculosis Institute with a fully 
equipped x-ray apparatus; a dental surgery was furnished 
at each institute, and Graymount has been adapted asa 
temporary hospital for the treatment of: Be‘fast children 
suffering from osseous and other forms of non-pulmonary 
tuberculosis. An open-air day-school is also bei 
organized in connexion with this last institution. During 
the twelve months under review the number of examina. 
tions of new patients (2,529) was greater than in the 
previous year, but was not up to the average; and the pro- 
portion of pulmonary tuberculosis to the total had increased 
from 77 per cent. of the whole to 82 per cent. this year, 
An endeavour is made to have a report of each patient 
every three months; 1,575 were under institute (dispensary) 
treatment, 3,470 were under domiciliary, and 254 in sana. 
toriums, making a total of 5,299; 7,251 cases were treated, 
but a number left the city or died. The total number of 
deaths due to tuberculosis in the city for the year was 
1,122. Dr. Trimble lays due stress on the question of 
prevention, and points out the improvement that has taken 
place in Belfast: in 1890 the death rate from pulmonary 
tuberculosis was 4.6 per 1,000; in 1919 it was 2.l—a fall 
of 50 per cent. in thirty years. To continue the campaign 
and hasten further improvement, he asks that all should 
join in helping to increase the efficiency of all three forms 
of treatment, instead of finding fault and magnifying 
difficulties. Table VI shows that of 1,820 patients found 
to be suffering from tuberculosis, 758, or 41 per cent, 
have had an admitted personal association with tuber- 
culosis. Sometimes whole families have been wiped out; 
school is mentioned as a very probable seed-bed, impossible 
to prove years later; 25 per cent. of contacts were found to 
be tuberculous, most of whom had been noticed to be ailing 
by the visiting nurse. Interesting tables are also given of 
age, sex, the number occupying the same house, room, and 
bed as the patient. Dr. Trimble recognizes the great value 
rendered by the trained nurses, who visit the patients 
regularly, and the efficiency with which their duties are 
discharged. Finally, he comes back to the necessity of 
personal health, of maintaining in the individual a high 
resistance, of prevention of infection—simple problems, 
but of enormous difficulty in a large manufacturing town. 


Uxster Mepican Society. 

The opening meeting of this society took place on 
Octeber 28th, in the Medical Institute, Belfast. Mr. 
Andrew Fullerton, C.B., C.M.G., occupied the chair and, 
after the minutes had been read, proposed that the name 
of Sir George H. Makins, G.C.M.G., ex-President of the 
Royal College of Surgeons of England, be submitted for 
election as an honorary fellow; this was seconded by 
Dr. Thomas Houston, President-clect, and passed unani- 
mously. Dy. Houston was then installed by Mr. Fullertou 
as President for the ensuing session. The President pro- 
posed and Dr. Calwell seconded a hearty vote of thanks to 
Mr. Fullerton for his services in the chair during the 
last year, and this was passed with acclamation. The 
President then delivered his opening address; he referred 
to the heavy loss the profession had sustained during the 
year in the deaths of Dr. Fred. Smyth, Sir Alexander 
Dempsey, Mr. Robert Campbell, Sir Jolin Byers, and 
Dr. Steede, and gave a short account of their lives. He 
then dealt with the subject of his address— The 
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pebaviour of leucocytes in infection and immunity ”"— 


ave an account of Ebrlich’s differentiation, the origin 


| oti different forms of leucocytes and their different 


i and the estimated leucocyte production in 
py ae abscess. Sir Almroth Wright’s experiments 


-were detailed, and the light they threw upon the work 


inute labourers had todo. The behaviour of the 
edhe in various infections was studied, and the differ- 
ence in the results of their examination in such diseases as 
tubercle, typhoid, pneumonia and malaria, was detailed. 
Even the ophthalmic surgeon found help in their count in 
eases of sympathetic ophthalmia as to the probability of 
the sound eye being affected. The value of the number of 
Jobes in the polymorphs was examined, and also the peculiar 
wer of « rays and of radium in banishing lymphocytes, 
not affecting polymorphs. The relations of anaphy- 
laxis and of chemiotaxis were also studied, and the proof 
was given that the leucocytes, and not the serum, were the 
rotective force. A vote of thanks to the President for his 
address was proposed by Professor Lindsay and seconded 
by Dr. Colville, and passed with much heartiness. ' 


Australis. 


[From A SPECIAL CORRESPONDENT.] 


THE BATTLE OF THE LODGES. 

Tue protracted dispute between the Victorian Branch of 
the British Medical Association and the friendly societies 
(or lodges) is now at a stage in which agreement has been 
reached with nine of the orders, whereas eight of the 
friendly society bodies are still recalcitrant. Included 
among the orders with which the local British Medical 
Association has come to an understanding are the three 
large organizations — Australian Natives’ Association, 
United Ancient Order of Druids, and the Independent 
Ordgr of Rechabites; the Mancbester Unity, a strong 
order numerically, still holds out against the B.M.A., and 
has throughout the dispute comported itself in a bitter 
and militant fashion. 


Terms of Agreement. 

. The busis of the agreement with the participating Orders is 
the acceptance of the Wasley award and the recognition of 
existing medical institutes, the lodge members to have free 
choice by ballot between an institute and a non-institute 
medical officer. Those who do not return a ballot paper are to 
be deprived of medical attendance until a selection is made. 
The contracting orders have agreed to take no part in the 
extension of institutes for a period of four years. It was also 
made an essential condition that the central executives of the 
orders entering into the agreement should get control of all 
medical arrangements. Such a provision was very hecessary, 
as at different times during the course of the dispute negotia- 
tions were embarrassed, or rendered futile, by the fact that the 
central executives of the orders had no power to bind the com- 
ponent branches in arrangements relating to medical attend- 
ance for the friendly societies’ members. Members of non- 
contracting orders are still to be regarded as private patients, 
and a fee of 10s. 6d. per consultation or visit is to be collected 
from the member aud not from the lodge secretary. 

The contracting orders agreed to hold a ballot; on the ballot 
papers appeared the names of the former lodge medical officers 

that is, members of the B.M.A. who had resigned}, and of the 
institute doctors; lists were issued to the former medical 
officers on the completion of the ballot. The agreement in 
three cases operated from June lst last, that of the others came 
into force on September Ist. While the orders agreed, so far as 
lay in their power, to restore the lodge lists to the former 
medical officers, the B.M.A. promised that the former medical 
Officers would accept lodge lists for one quarter at least. As 
returned medical officers who were not former lodge surgeons 
were to some extent handicapped by the above arrangement, it 
was agreed that they could apply to the local lodge secretary 
for immediate appointment to any of the above orders without 
waiting till the new quarter. . : 

- The fees to be paid the lodge medical officers are specified 
in the Wasley award as follows: 

*. id trustees agree to pay the medical officers quarterly 
a salary bye po yal member upon his list during the whole or 
portion of a quarter at the following minimum rates, namely: | 

“As regards Male Members.—When entitled to attcndance in the 
metropolis, or Ballarat, Bendigo, and Geelong, twenty shillings per 
annum. 

regar male Memtervs.—(a) When the member has no 
medical attendance, twelve shillings per 
annum. (b) When the member has a dependant or dependants 
entitled to medical attendance, eighteen shillings per annum. | 

“The medical officer shall supply if necessary all B.P. medicines 
(not serums or vaccines) at the minimum rate of 10s. per annum per 
member...” 


With regard to the supply of medicires, it has been inter- 
preted that ‘if necessary” refers only to cases where no 
chemist is dispensing in the town. 

An important provision in the Wasley award relates to the 
“income limit.” A member joining a lodge shall not be 
entitled to medical attendance if (a) during the twelve months 
prior to his request for medical attendance his net income has 
exceeded the amount set out below, and also if (b) during the 
three years prior to such request his average net income has 
exceeded the amount thus set out: 


(a) Sin le man or widower without dependants, £260 per annum. 

(b) Single man or widower with one dependant, £312 per annum. 

(c) For each dependant after the first, an additional! £.6 per annum. 
(d) Married man with wife and no dependant, £312 per annum. 

(e) For cach dependant an additional £26 per annum. 


PosT-GRADUATE CLASSES IN VICTORIA. 

The Council of the Victorian Branch of the British 
Medica] Association has recently taken steps to place post- 
graduate training in Victoria on a satisfactory basis. A 
post-graduate subcommittee of the Council was appointed, 
with Dr. A. V. M. Anderson as convener; the subcom- 
mittee sought the co-operation of the Faculty of Medicine, 
University of Melbourne, and of the various teaching hos- 
pitals, and invited these bodies to nominate representatives 
to a permanent post graduate committee. 

The personnel of the Permanent Post-graduate Com- 
mittee is as follows: 

Dr. A. V. M. Anderson, Chairman, representing the Victorian 
Branch, B.M.A.; Dr. J. W. Dunbar Hooper, Honorary Secre- 
tary, repreenting the Victorian Branch, B.M.A.; Dr. J. H. 
Anderson, Faculty of Medicine; Dr. 8. W. Patterson, Walter 
and Eliza Hall Institute of Medical Research ; Dr. Fay Maclure, 
Alfred Hospital; Dr. H. —— Stephens, Children’s Hos- 
re ; Dr. W. F. Orr, Eye and Ear Hospital; Dr. Alan Newton, 
Melbourne Hospital; Dr. A. E. Rowden White, St. Vincent’s 
Hospital; Dr. Kk. H. Morrison, Women’s Hospital. 

It has been arranged that a post-graduate course shall 
take place in November, 1920, and a syllabus is in prepara- 
tion and, at the time of writing, approaching completion. 
The ultimate objective of the committee is to ensure that 
post-graduate classes shall be held at regular intervals in 
order that the members of the profession in active practice 
may receive instruction in the more recent developiients 
of medical science. . 


India. 


Inrant Deatus In BenGat. 

Tue Government resolution on the recently published 
Sanitary Report for Bengal calls attention to the fact that 
the rate of infant mortality in the province runs as high 
as 30 per cent. in some districts, aud is nowhere less than 
20 per cent. ‘The problem is one of great difficulty. 
Throughout the province good milk is dear and the people 
poor, mothers are ill nourished, and trained dhais (mid- 
wives) rare. Poverty is at the bottom of most. of. this 
enormous waste of infant life, and social and economic 
conditions hamper the introduction of remedial measures. 
A representative committee has been appointed, and has 
submitted a report on measures which it is hoped will 
facilitate the solution of the prob!em, but the high prices 
now ruling in India make it difficult for a considerable 
section of the ryot (peasant) class to obtain the bare 
necessities of life. , 


Morratity 1n Inpra. 

A recent statement shows that in mart week cholera 
was responsible for 724 deaths in Behar and Orissa, 570 in 
Madras, 213 in Bombay. Plague accounted for 433 deaths 
in Madras, and 175 in the Central Provinces. The total 
number of deaths from cholcra was 1,800; 200 from small- 
pox, and 1,700 from plague. 4 

WanveErInG Lepers Lucknow. 

At the recent meeting of the United Provinces Legisla- 
tive Council it was stated that the Government was aware 
that there is a certain number of wandering lepers in 
Lucknow. ‘To facilitate their confinement in the Lucknow 
Leper Asylum gtants have recently been made to the 
asylum authorities. The general policy of the Government 
on the subject of leper segregation is at present under con- 
sideration in view of the recent passing of the Lepers 
(Amendment) Act XXII of 1920. 
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Correspondence, 


THE HOSPITAL PROBLEM. 

Sir,—I have read with great interest Mr. Griffiths’s 
suggested solution of the hospital problem; I am quite 
sure that if it were brought before a representative meeting 
of general practitioners and members of the honorary 
medical staffs of our hospitals it would meet with a great 
deal of destructive criticism and opposition. In any case, 
such a scheme as he suggests would take a year or two 
before it could be brought into being. In the meantime 
many of our hospitals have been compelled in the last two 
or three years to sell out the greater portion of their 
invested capital or have borrowed money from their 
bankers on the security of such capital. This means that 
in the course of a very short time all their capital will be 
expended, they will no longer be able to borrow from their 
bankers, and they will be compelled to carry on as best 
they can with the amount they receive in the form of 
bequests, donations, and subscriptions from generous 
donors. This must, mean the closing of wards and 
dimivishing the number of beds; in other words, the 
curtailment of the excellent work they are now doing. 

Now, Sir, the hospital with which I have been connected 
for nearly forty years finds itself in precisely this con- 
dition. The committee of management have clearly seen 
that in the course of a few months we shall have used up 
all our available assets and shall not be able to obtain any 
further Joans from the bank. We have been taking stock 
as to what we should do, and have decided, guided by the 
experience of Leicester, to appeal to the working classes. 
The Leicester ‘Hospital, we understand, is in the happy 
position of obtaining from £30,000 to £49,000 each year 
from the working classes, and so are free from any financial 
problem. Leicester is a large manufacturing district, and 
the difficulty of collecting 2d. a week from each working 
man through the employers by the consent of the workers 
is not great. The difficulty of collecting money from agri- 
cultural labourers and their wives in scattered villages is 
much greater, but we are by good organization overcoming 
this difficulty. We have published two leafiets, one showing 
how it is that the hospital is in so critical a condition, and 
why the workers should come to the help of their hospital 
and how they can help. 

Our second leaflet shows how the villages should be 
organized to help the hospital. We have appointed a paid 
collector, who arranges the village meetings and attends 
the meetings himself. We send as far as possible a 
speaker who is fully acquainted with the work of the 
hospital, who can tell the people what the hospital has 
done for them in the past, and how it can help them in 
the future if they help to keep it going. In the smaller 
towns and in Oxford itself the trade unions are giving 
the scheme their whole-hearted support. We commenced 
active work on September Ist, and the success we have 
already attained has altogether exceeded our expectation. 
Now, Sir, if our hospitals can be financed, first, by the 
generous donors who have so liberally subscribed in the 
past, and second, by the working men and women of 
England, who are much better able to help now than they 
have ever been, it is surely better to keep them on a 
voluntary basis than accept any State scheme which 
brings them under State control.—I am, etc., 

Oxford, Nov. 6th. Cottier. 


*.* The leaflet on organization recommends that after 
the other leaflet (on finance) has been distributed, a meet- 
ing of parishioners should be called by the clergyman of 
the parish, the minister of the chapel, the schoolmaster, 
the local trade union secretary, or the benefit society 
secretary, of all those who use and benefit by the hos- 
pital. At this meeting a Hospital Aid Committee would 
be elected, its members undertaking to collect and receive 
small sums from 1d. a week upwards from such wage- 
earners as agree tocontribute. The scheme has been well 
received, and has received whole-hearted support in every 
village at which a meeting has so far been held. 


BRADFORD MUNICIPAL HOSPITAL. 
Sin,—In your issue of October 30th, on p. 676 (Parlia- 
mentary Notes), the following words appear : 
“in goed that he was not going against the opinion of 
medical men in what he was doing, Dr. Addison said that 


he had obtained the views of the Bradford Division of the 
British Medical Association, and they agreed with the prin. 
ciples of the proposal as regards Bradford, with some 
modifications.” 

In the name of the Executive Committee of the Bradford 
Division of the British Medical Association, I beg to state 
that this is quite erroneous. The Division was never asked 
for its opinions upon the principles of the proposal, but 
after the medical profession in Bradford had through 
various channels made several unsuccessful applicationg 
for information, on September 30th, 1920, six months after 
the hospital had been taken over from the guardians by 
the health authorities, a lengthy document, entitled Munij. 
cipal General Hospital, St. Luke’s, Report by the Medica] 
Officer of Health, was sent to the Executive Committeg 
of the Division, and they were asked in a covering note 
“ Whether your Executive Committee have any observa. 
tions to make thereon.” The Committee carefully con. 
sidered the detailed report, and made several observationg 
thereon, some of which were in the form of questions, but 


they certainly did not express any agreement with the. 


principles of the proposal, nor were they asked to do so. 

Over three months before this, on June 15th, a strong 
protest had been sent to the Health Committee in the 
form of a resoluticn worded as follows: 

‘*That in the interests of the public it is advisable and neces. 
sary that no arrangements should be made for the work of the 
Municipal Hospital, as far as concerns the medical profession 
without free consultation with the profession of the district.” ’ 


No notice was taken of this beyond a formal acknow. 
ledgement of receipt.—I am, ctc., 
W. N. West Wartsoy, 
Honorary Secretary, Bradford Division, 


November 5th. British Medical Association, 


MUNICIPALIZATION OF HOSPITALS, 
-Sm,—I regret that there has been no answer to my 
letter in the Jovrnat of October 23rd, in which I asked 
whether the bill being brought in by Dr. Addison to 
enable an extension of the municipalization of hospttals 
was in accordance with the views of the Consultative 
Council. 

The bill is now under discussion in the House of 
Commons with considerable alteration, I understand, in 
Clause 11. Therefore I should like to repeat my question, 
as, until it is answered, the suggestion—perhaps unwar- 
ranted—inevitably arises that tle body supposed to safe. 
guard the interests of the profession has neither been 
called into consultation, nor has initiated representations 
on its own account.—I am, etc., 


London, W., Nov. 6th. 


THE THEORY OF VISION. 

your leader in the British Mepicat Jocrnat 
of October 30th there is no mention of the complete 
refutation of Mr. Parsons’s arguments in my reply in 
the British Journal of Ophthalmology. These arguments 
are mostly based on errors. The two chief may be given 
here, but I must refer the reader who is interested in the 
subject to my replies and to my book on the Physiology 
of Vision. 

The first is that there are certain animals, as, for 
instance, the tortoise, which have only cones and others 
which possess only rods. Has any reader seen a retina 
of this kind? I have examined a very large number of 
specimens and quite failed to find one. For instance, in 
the tortoise the rods and cones are as definitely marked 
and distinct from each other asin man. . The most con- 
clusive fact against the duplicity theory is that when a 
colourless spectrum has been obtained, with further dark 
adaptation colour reappears; in fact, Burch stated that 
with complete dark adaptation there was no photo- 
chromatic interval. Spectral coloured light appeared as 
coloured immediately it was visible as light.—I am, etc., 

London, N.W., Novy. 5th. W. 


C. Martiey, 


TUBERCULOUS MILK. 

Sir,—The conflicting opinions expressed in the letter¢ 
on this subject illustrate the confusion which exists in . 
medical profession on the subject of the prevention 0: 
tuberculosis. The public has ,been repeatedly told that 
tuberculosis is a preventable disease, and that we have all 
the knowledge necessary to eliminate the disease in & 


n 


& 


i 
- 
Wek 
> 
pt 
| 
| 
4 
q 
. 
q 


Nov. 13, 1920] 


CORRESPONDENCE, 


967 


certain number of years. Dr. Galbraith, in his letter of 
October 16th, terms it “the most readily preventable of 
infectious diseases,” although in a later letter his state- 
ment that he is waiting for guidance as to the most 
effective measures to adopt seems to imply some. doubt. 
“Tif preventable, why not prevented?” has become a 
ghibboleth. Apparently those who hold the view that 
tuberculosis is easily prevented aim at the prevention of 
infection by tubercle bacilli. 

It is true that it would not be impossible to prevent 
infection by bovine bacilli, and Dr. Bishop shows that a 
large measure of success has been obtained in Guernsey, 
where the conditions are ideal for the experiment. But 
the elimination of bovine infection would only prevent 
some 6 or 7 per cent. of the deaths from tuberculosis, a 
desirable consummation, but one that leaves the big problem 
of the prevention of tuberculosis almost untouched. In 
order to eliminate infection from human sources there are 
some who plan a widespread segregation of all consump- 
tives. Apart from the fact that it is impossible to discover 
when the tuberculous patient becomes infectious and that 
errors of diagnosis are common, so that many non-tuber- 
culous persons are sent to sanatoriums and many infectious 
patients are missed, is it conceivable that the nation would 

to so great a loss of freedom or so cruel a punish- 
ment of an unfortunate and large section of itself? I 
see very little hope in methods aiming only at the pre- 
yention of infection. On the contrary, the evidence 
.we have points to the increasing urbanization of 
countries and the, consequent greater tuberculization of 

e people as a main factor in the decreasing mortality 

m tuberculosis. “ ‘The wider spread is tuberculosis in a 
community the smaller the case mortality.” Dr. Ivatts 
and Dr. Galbraith would deny this, and are agreed that 
“there is no positive evidence of immunization in tubercu- 
losis at all.” They ignore all the experimental proofs now 
confirmed by many workers in various countries. One 
would like to know how they explain the great difference 
in the course of tuberculosis in the virgin soil of young 
infants or savage races, and that in the adult of civilized 
countries. Chronic phthisis of the adult is unknown in 
early childhood or among the lower animals, and it is 
difficult to resist the view formulated by Romer that it is 
a manifestation of immunity against tuberculosis which 
has been acquired by an infection during early childhood. 
Again, there is good evidence that the result of the infection 
which practically everybody passes through during child- 
hood depends in large measure upon the dose and virulence 
of the bacilli first gaining entrance. 

Whilst the medical officer of health is concerned with 
prevention on a large scale and should welcome the Milk 
and Dairies Bill, the practical physician is concerned with 
the prevention of tuberculous dise&se in individuals and 
must take into account not an ideal state of affairs but 
things as they are at present. What advice is he to give 
to parents who ask whether their children should have 
raw milk? It is inevitable that the children will be in- 
fected sooner or later, and the future will depend upon the 
nature of their first experience with tubercle bacilli—the 
type of bacillus, the size of dose, the state of health of the 
ieikieen at the time of inoculation. Are we to leave the 


’ matter to blind chance and risk a massive infection, or 


should we endeavour with the means we have at hand, 
erude as they are, to control the first inoculation? Until 
bovine infection is eliminated I agree with Riviere, Cobbett, 
and others, that we can make use of it to control the first 
infection. By giving graduated doses of raw milk from 
the well mixed collection from a large herd of cows we 
should avoid the danger of a massive first infection of 
bovine bacilli and get the infant safely through its first 
inoculation. The fact that inoculation has occurred can 
be shown by a positive von Pirquet reaction. In well- 
cared-for homes the danger from human infection is not 
great, and it is surely better that the first» infection 
should be with bovine bacilli than with the more 
dangerous human type. In poorer homes, however, there 
is grave danger of a first infection with human bacilli, 
often in massive doses. Modern methods of prevention act 
on the assumption that the infectious consumptive is 
equally dangerous to adults as to children, but all the 
evidence shows that the danger is much less to adults 
than to children, and that the key to the prevention of 
tuberculosis lies in the care of the children, the avoidance 


of massive infection in infancy, and a healthy environmen 
in later life. It might be and remove the 
infant for a few years from the infected home, see him 
safely through his first infection in healthy surroundings, 
than to remove the consumptive parent from the home for 
the whole period of his infectiousness. . 

, Whilst the physician, recognizing the inevitability of 
infection, avails himself of the prevalence of bovine in- 
fection as the only means at hand to control the first 
infections of childhood, he must recognize that this is 
only a passing phase, and he should encourage every 
effurs made by medical officers of health in their larger 
problem. 

We cannot say what will be the effect of the total elimi- 
nation of bovine infection. Other things being equal, it is 
possible that if there is a decline in the prevalence of 
tuberculosis there may be an increased susceptibility. But 
when that time arrives we hope that the improvement in 
social and economic conditions of the working classes, in 
housing and hygienic knowledge, will reduce the chances 
of massive infection. It is also possible that an attenuated 
living virus may be discovered and substituted for the 
cruder method which alone is possible now. Cow-pox 
protected against small-pox and led to the discovery of a 
virus which has stamped out. the disease. History may 
repeat itself, and the knowledge that cow tuberculosis 


‘gives a measure of protection against human tuberculosis 


may lead to successful vaccination against tuberculosis. — 


I am, etc., 
Birmingham, Nov. 7th. W. H. Wrxn, 


CELL EVOLUTION. 
Srr,—In your admirable review of Morley Roberts’s 


book Warfare in the Human Body, in the Journat for - 
3rd, you remark that the conception of the | 


uman organism as a vast colony of erstwhile protozo 

banded together for their lost its 
vogue. This was never better exemplified than in the dis- 
cussion on ‘the present position of cancer research” at 
the British Medical Association meeting at Cambridge, re- 
ported in the Journat of October 30th. Immense expendi- 
ture of energy and intelligence has been applied to the eluci-° 
dation of this problem, but eyes have been glued through- 
out to microscopes, and broader perspectives seem to have 
been ignored. For example, the individual cells of the 
human body must be themselves subject to the laws of 
evolution in the same way as the members of any other 


community. In studying the behaviour of the human cell- 


surely a beginning should be made with the protozoal 
ancestor. Do successive generations of amoebae, for 
instance, present new characters as the result of specific 
irritations, chemical or otherwise ? ; 

We are accustomed to regard evolution as a process, the 
successive steps in which are measured in thousands of 
years. But the unit of time in evolution is the generation, 
and an organism multiplying many times in an hour can 
show evidence of evolution in days or weeks, as in the 
acquiring of enhanced virulence by bacteria during epi- 
demics, and the diminshing virulence of bacteria growing 
on culture media. 

Can we notexplain all the phenomena of malignancy b 


_attributing the acquired characteristics of the cancer ce 


to a process of cell evolution, proceeding in a particular 
group of cells exposed to a constant irritation or condition 
of stress? Under these conditions, in a tissue where 
cell proliferation is normally rapid, as in the breast, the 
uterus, etc., the individual cells, faced by a threat to 
their existence, undergo evolution in the direction of 


coarseness and hardilood, and beg: 3 their powers of — 


reproduction to the highest degree. the same way, 
the rate of reproduction throughout the animal world 
bears a direct ratio to the dangers to which each species 
is subjected. 

It has-been objected to me that this theory gives no 
are help, and leads nowhere. But it might help to 

ivert the volume of research into more fruitful channels, 


and thus economize grey matter, of which, like many | 


other commodities in these times; there is ro surplus.— 


I am, etc., 
Ashton-under-Lyne; Nov. 1st. J. V. Fiopmy, M.B, 


| 

the | 
rin. 
‘ord | | 
tate 
ked 
but q 
agh 
ong 
| 
ical | : 
itee 
ote | 
Vas 
on- é | 
ong 
but 
the 
ng 
the 
| 
the 
We | 
a, 
| 
alg 
ive 

in 
urs 
fe. 
en 
ns 
: 
te 
in 
its 
he | 
or 
il 
of 

in 
od | 
n- 
rk 
at 
| 
aA | 
| 


768 Nov. 13,:1920] 


CORRESPONDENCE. 


Tue B: 
[ Mepicat 


BLIND MASSEURS. 

S1r,—Will you kindly allow us to call the attention of 
your readers to the work that is being carried on by the 
Association of Certificated Blind Masseurs, 224, Great 
eo eta Street, W.1, and to enlist their sympathy and 
help? . 

The association numbers 126 members—105 men and 21 
women—all of whom are practically blind. Seventy-six of 
the men were in His Majesty's Services and lost their 
eyesight through injury or disease incurred in the war. 
The training they have received at St. Dunstan's and at 
the School of Massage attached to the National Institute 
for the Blind is of the most thorough description. It lasts 
for eighteen months or two years, and after it is over they 
have to pass the massage examination of the Chartered 
Society of Massage and Medical Gymnastics under exactly 
the same conditions as sighted candidates. (At a recent 
examination a blind candidate from St. Dunstan’s was 
returned at the head of the list, with distinction.) They 
have also to pass a special examination in remedial exer- 
cises, and, after dnother three months’ training, in modern 
methods of treatment by faradism, ionization, radiant heat, 
etc., using a form of galvanometer specially adapted to 
the blind. 

It is hardly necessary for us to point out that massage, 
¢ as distinguished from mere rubbing, with which it is often 

confused much to its discredit, is a scientific method of 

treatment, which can only be carried out efficiently b 

those who have had a thorough training. May we as 

the members of the profession, when they recommend 
this ‘method of treatment for their patients, to employ, 
whenever they can, those who have deserved so well of 
their country, and who, in spite of their handicap, are 
making such a splendid effort to make good ? ” 

We need hardly say that’ no member of the association 
is ever allowed to treat patients without the consent and 

* advice of a registered medical practitioner. 

Forty-nine of the members of the association are living 
in London or its immediate neighbourhood. The rest 
(with the exception of a few who have gone to the 
colonies) are in the provinces. A list with names and 
addresses will be sent with pleasure by the Secretary, 
Mrs. F. Chaplin Hall, on receipt of a postcard.—We 
are, etc., 


C. Mansett Mot C.B.E., F.R.C.S., 
Colonel, R.A.M.C.T. 
Pearce Govtp, K.C.V.O., C.B.E., 
M.S., F.R.C.S. 
ARTHUR PEARSON, 
President, National Institute for the Blind and 
Association of Certificated Blind Masseurs. 


London, W., Nov. 6th. 


THE CONSULTATIVE COUNCIL’S REPORT. 

Sirn,—A few days ago we had a meeting of the Bucks 
Division to discuss the report on “ Future Medical and 
Allied Services.” There were over thirty medical men 
present, and we were also fortunate to have Dr. Dain, a 
member of the Consultative Council and chairman of the 
Conference of Local Medical and Panel Committees, to 
explain the matter. We decided not to vote, but to send 
each one present a copy of the Questions, and ask them to 
return the answers within a week. 

Very few spoke, and those who did asked questions 
showing that they had a very slight knowledge of the 
report, and still less as to its application to them. The 
impression one got was that they resented any interference 
with their present work, and only wanted to be left alone. 
The general attitude was one of suspicion and a fear that 
their present position would not be improved, and that it 
would lead to loss of independence somewhat similar to 
that under the Insurance Act. At least this was my 
impresston—but I may be wrong. 

I must confess that I held this opinion myself before 
I carefully studied and thought over the report. Now I 
heartily agree with it. My principal reasons for this are: 


1. It is dead against a State Medical Service of whole-time 
medical men. 

2. The position of the general  cecgyisesaaraad as the most 
essential and responsible factor in the scheme is recognized. 
His consulting rooms and his surgery will remain as at present. 

3. The | sy vom tendency to separate preventive aud curativ 
medicine is deprecated and provided against. 


4. There is no suggestion that the service is to be free 
to those who cannot afford it, and these are to-be paid for tea 
. It will abolish the present wasteful system whereb 
ment is furnished by several different 
lated to each other, and will bring all under one new health 
authority. 


6. It will provide for every practitioner a centre where, if he i 


—— and not — he — wish it, he can send his patientg 
or nursing, midwifery, dentistry, pathological investigatic 
etc., and yet continue to attend 
7. It will provide a proper and well-equipped centre for such 
services as pre-natal care, child welfare, medical inspection and 
clinics, etc. e loss of time in travelling under th 

system will be abolished. 

&. Consultants and specialists will be available to all. Nurses 
will be provided, also health visitors and such like. 

9. Cases of difficulty and those requiring special treatment 
will be sent on to a secondary health ceutre staffed by con. 
sultants and specialists. The general practitioner can choose 
whether he keeps these in a primary health centre and treat 
them himself or not. 

10. There will be provision for tuberculosis, mental diseases 
epilepsy, certain infectious diseases, and orthopaedic treatment, 

" will assist the voluntary hospitals, especially m 
cottage hospitals, to carry on, improve their pet es AY pe 
increase the number of beds by grants in aid. 

12, The medical profession will be well represented on all the 
authorities, and there will bea Local Medical Advisory Council, 


These are my chief reasons for giving the scheme m 
support. One would have thought that every medical man 
would like a primary health centre to send his patients to, 
if necessary. It will be a cottage hospital on a large scale, 
and accommodation for many purposes not at present 
provided in the majority of such institutions. 

But to my surprise one of our members expressed doubts 
as to whether many general practitioners would not prefer 
to send their cases right away to a secondary health 
centre, just as at present they send them to hospitals. He 
said many practitioners had no time to spend at primary 
health centres and to devote to them that attention they 
might require. There is no doubt but that at present the 
profession is understaffed and the cost of living and in- 
creased professional expenses makes it difficult to pay one’s 
way unless by doing a lot of work in a perfunctory manner, 
But one hopes for a time when, with better pay, less 
strenuous work will be necessary and time can be spared 
to go more fully into cases, call in consultants more fre- 
quently, make pathological and chemical examinations, 
and carry out treatment more thoroughly. Under present 
conditions it cannot be done. It must be remembered 
that primary health centres are only for general practi- 
tioners to follow up their own cases. No patients can be 
sent in for others to treat. 

I foresee great trouble over the formation of the new 
health authority. There are the present public health 
committees of county, borough, urban, and rural district 
councils to reckon with. What will become of their 
present officers and duties? If the new health authority 
is to be based on a secondary health centre with a radius 
round it of twenty miles or so, it will cut into many 
different authorities. The best method of appointing the 
new authority is not by direct popular election, but by 
nominations from these various bodies. They would select 
the men and women specially fitted for this work to 
represent them. 

In conclusion, I do most sincerely hope that the pro- 
fession will express its opinion fearlessly, judiciously, and 
with wisdom; that medical men will buy the Report 
(price 1s. at any bookseller’s) and read it carefully and vote 
on it at Division mectings; also that anyone who has any 
ideas on any schemes that would work out better will 
bring them forward and let them be discussed. If they do 
not they will have only themselves to thank if a scheme 
with which they do not approve is eventually adopted, for 
the Government is determined to provide a better medical 
service than at present.—I am, etc., 

Chesham Bois, Nov. Ist. Artuur E. Larkina 


MUSCLE RE-EDUCATION IN INFANTILE 
PARALYSIS. 
Sir,—I wish to associate myself with Dr. Edgar F. 
Cyriax in his letter which appears in the issue of October 
30th, and which refers to an article by Dr. Charles Mackay 
on the above subject. - 
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Dr. Mackay therein states that 

: ion i entity quite distinct from the 
He then refers to the especial treatment by muscle re-_ 
education of infantile paralysis. In his letter Dr. Cyriax 
contends that this particular form of treatment is not new, 
and that it has been known to the Swedish school for a 


. long time. 


It was my privilege to undertake a thorough course of 
instruction in the methods of remedial exercise treatment 
jn various clinics in Stockholm some years ago. Also 
I have carefully read The Action of Muscles (Colin 
Mackenzie), the textbook of muscle re-education, and have 
bad the benefit of seeing Dr. Mackay’s most capable 
exposition of the methods therein described, during his 


_ sojourn at Alder Hey Special Military Surgical Hospital. 


I say, without hesitation, that although there wcre 
modifications in the performance of certain movements, 
the essential principles were identical with those taught 
in Sweden. 

Further, I would add that the teaching advocated by the 
various training schools for the Swedish remedial exercise 
certificate of the Chartered Society of Massage and Medical 
Gymnastics is founded on the principles enunciated in 
Dr. Mackay’s article,—I am, etc., 

Liverpool, Nov. 6th. W. H. Broap, M.D. 


SPECIALISTS IN OTO-LARYNGOLOGY. 
Sir,—The article on page 711 of the current Britisn 
MepicaL JouRNAL, under the heading “ Specialists in Oto- 
laryngology,” does less than justice to the scanty oppor- 
tunities afforded by the examining bodies of this country 
to oto-laryngologists. ‘The University of Aberdeen permits 
candidates for the higher surgical degree (Ch.M.) to take 
oto-laryngology as their special subject, and affords excep- 
tional opportunities for instruction to students interested 
in that particular branch of surgery.—I am, etc., 
F. Pearce Sturm, Ch.M.Aberd., 
; Member of the British Oto-laryngological Society. 
Leigh, Lancs, Nov. 6th. 


SELF-ADMINISTRATION OF NITROUS-OXIDE 
GAS. 
Sir,—In view of a sad case, recently reported, of death 

resulting from the testing of a cylinder of nitrous oxide 

by self-administration, we think it right to bring this 
matter to the knowledge of those who are interested in 
the administration of anaesthetics. 

One of us (J. D. H.) called at a dentist’s house to 
administer gas to a patient, and on entering the consulting 
room found the dentist dead in the operating chair. - The 
mask was still applied to the face. The head had fallen 
forwards and sideways over the arm of the chair and 
was resting upon the gas stand; the cylinder was still 
supplying gas. 

At the inquest it was stated that he at times tested the 
apparatus by inhaling the gas previous to its being used 
for an operation. A verdict of “Death from misadventure” 
was returned. 

It may not be generally known that it is quite a common 
practice among those engaged in dental surgery to take an 
occasional so-called ‘“ whiff,” sufficient only to cause partial 
unconsciousness. Several cases are known to us in which 
this has been done while standing in the upright position, 


the result being the fall of the administrator heavily to the 


floor. The mask being fortunately displaced, there followed 
a return to consciousness. . 

But if the inhalation, as in this case, be taken while 
lying down, there is evidently a danger of complete uncon- 
sciousness supervening. Then probably the tonic spasm of 
the muscles may actually retain the mask in position, and, 
if there be no one present to intervene, an overdose may 
result in fatal asphyxia. ne: 

We know of only one other fatal case of self-administra- 
tion being reported (Hewitt’s Anaesthetics, third edition, 
p. 284). We shall be glad to know of other such cases, 
should any have come to the knowledge of readers.— 
We are, etc., 

James Donatp Homes, M.B., C.M. 
Heptey C. Visick, Anaesthetist to 
Hampstead General Hospital. 
London, N.W., Oct. 24th. 


Obituary. 


Tue LaTE Dr. Henry Joun Anprews, V.C. 
Masor-Generat Sir Heute, I.M.S. (ret.), writes: 
I should be glad of an opportunity of making a fow 
remarks about the late Dr. Henry John Andrews, V.C., 
M.B.E., I.M.S., Salvation Army, whose posthumous award 
of the Victoria Cross has been announced (Britis. MEDICAL 
Journal, September 18th, 1920, p. 456). He was killed in 
action in Afghanistan on October 22nd, 1919. The brave 
deed that merited this high distinction has been described 
in dispatches. He met his death in the way I believe he 
would have chosen, in service to others, doing his duty— 
the ideal way for the army doctor. It was my pleasure and 
privilege to know Andrews fairly well, as we worked together 
in the Northern Command in India when I was D.D.M.S. 
there. On several occasions he asked to be transferred to 
the front, but he was doing such excellent work as com- 
mandant of the Moradabad War Hospital that his services — 
could not be spared. Eventually he was employed at the 
front in the Afghan campaign, where he met his glorious 
death. He was energetic, brimful of vitality, extremely 
modest, quiet, thorough and reliable, completely unselfish, 


.and his devotion to duty was most inspiring to 


others. Whilst serving on the military side I know” 
that he gave to Government the best that was in him. - 
His goodness infected all those around him, and one 

feels confident that his influence will continue for 

many a day in the neighbourhood in which he worked. 

He was a man with broad human sympathies, and a 

splendid type of the medical missionary in India. - 
He was loved by the poor, and their care, comfort, and 

treatment were meticulously attended to in his hospital. 

He was a good operator, and crowds of people flocked 

from various parts of the Moradabad district to be treated 

by him. He designed and supervised the construct’on of - 
the Salvation Army Hospital at Moradabad. It is a model 

of what a district hospital should be in India. It is one 

of the few hospitals in Oudh that has its own tnke well. 

I was particularly struck with the admirable way in which 

the various departments of the hospital were arranged. It 

was well organized and administered. The hospital was 

made over to Government as a war hospital in a whole- 

hearted manner by the Salvation Army, and did most 

laudable work for our sick and wounded Indian soldiers. 
In my official rounds I had to inspect and report on this 

hospital on two occasions while Andrews was in command, 

and found that the executive and administrative work was 

being carried out perfectly; every part of the hospital and 

everything connected with it was spotlessly clean, the 

patients well fed, nursed, and carefully treated. For such 

a man the future life coulu have no cause for apprehension, 

and we may be certain that he was welcomed into the 
other world with the words, ‘“ Well done, thou good and 

faithful servant.” 


Tne LATE Dr. WiLLovGHBY FuRNER. 

Sir Francis CHampneys, Bt., writes: I wish to add a little 
to the obituary notice of Dr. Willoughby Furner in your 
last week’s issue. Dr. Furner was house-surgeon at 
St. Bartholomew’s while I was a student, and was 
a very,old friend of mine. He was a born surgeon. 
Even at that period he had the true surgical instinct 
and was willing to take risks. I remember one occasion 
when he put the welfare of the patient before regulations 
—-and was reprimanded according to rule—to the great 
advantage of the patient. Had he remained in London he 
ought to have made a great success; but his father called 
him and he went. I was once in his care as a patient, 
and can never forget the confidence he inspired nor the 
beautiful skill and gentleness of his hands. He was a true 
and trusty friend and an excellent companion. 


Tue death, on June 14th, of Surgeon-Major Joun 
Kittaty Goopwin, R.A.M.C.(ret.), is announced in the 
monthly Army List. He was 89 years of age and retired 
in December, 1876. He took the diploma of L.R.C.S.I. in 
1855, and entered the army as assistant surgeon in the 
same year. He served in the Chinese war of {857-60 and 
in the New Zealand war of 1863-66, receiving the medals 
for these campaigns. He was an excellent surgeon accord- 
ino to the lights of those days, was universally loved and 
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respected, and would have made his mark had he been 
able to remain in the service. During the Chinese 
campaign he suffered severely from dysentery, and the 
New Zealand campaign had an injurious effect on his 
health, though after that he had a long spell of home 
service. When it again became necessary for him to serve 
abroad the medical board had to advise him to retire. In 
his retirement at Newton Abbot he retained his interest 
in surgery and medicine, and was always ready to discuss 
recent advances and developments; though he never 
practised after his retirement he was an omnivorous 


reader and kept himself well acquainted with the progress _ 


of science and practice. He was a fine classical scholar 
and found recreation in the great writers of the past. He 
was the soul of honour and integrity, and throughout his 
life was a living example of probity and of what an English 
gentleman ought to be. The present Director-General, 
Sir John Goodwin, K.C.B., is his son. 


Wnibersities and Colleges. 


UNIVERSITY OF OXFORD. 

Radcliffe Prize, 1921. 
Tuts prize, which is of the value of £50, will be awarded by the 
Master and Fellows of University College upon the report of 
the examiners, provided a sufficiently deserving memoir _be 
submitted for adjudication, for a memoir, or papers, embodying 
research in any branch of medical science comprised under the 
following heads: Human anatomy, physiology, pharmacology, 
pathology, medicine, surgery, obstetrics, gynaecology, forensic 
medicine, hygiene. 

The prize is open to all graduates of the university who fave pro- 
ceeded, or are proceeding. to a medical degree in the university. 
Candidates, at the date of application, shall not be Radcliffe Feliows; 
but. the provision that candidates shall not have exceeded twelve 
years from the date of passing the last examination for the degree of 
B.A. is upon this occasion so far suspended as to enable any graduate, 
who was eligible during the years of the war (1915, 1917, 1919) to be 
eligible for the next ensuing award (1921), 5 : 

Candidates are required to send in their memoirs to the Assistant 
Registrar on or before Wednesday, December Ist, 1920. No memoir 
for which any university prize has been already awarded can be 
admitted to competition, nor may the prizo be awarded more than 
once to the same candidate. Saturday, March 19th, 1921, is the 
intended date of the award. 


UNIVERSITY OF LONDON. 
A MEETING of the Senate was held on October 20th, when, as 
has already been recorded in these columns, it was resolved to 
accept (subject to certain conditions) the Government’s offer of 
a site in Bloomsbury. 

The thanks of the Senate were accorded to the executors and 
trustees of the will of the late Sir William Dunn for a gift of 
£2,000, to be expended upon one of the subjects which would 
have been embraced by the Institute of Medical Sciences, which 
the university had projected, but which it was not found 
practicable to establish. 

Dr. Edwin Deller was appointed Academic Registrar in suc- 
cession to Mr. P. J. Hartog, and a resolution was passed 
recording the Senate’s high appreciation of Mr. Hartog’s great 
services, and congratulating him on his appointment as Vice- 
Chancellor of the University of Dacca. 

The following were recognized as teachers of medicine of the 
university at the institutions indicated : 


Westminster Hospital Medical School.—Dr. A. Abrahams, Dr. A. W. 


Stott, and Dr. A. 8. Woodwark. 
London Hospital Medical Collcge.—Drs. J. Parkinson and R. A. 


Rowlands. 

London School of Medicine for Women.—Dr. H. H. C. Gregory. 

It was resolved that the regulations for internal students in 
the Faculty of Medicine be amended so as to provide that cer- 
tificates of having passed the first and second examinations for 
medical degrees shall not be issued except to qualified students 
applying for such certificates. i 

The course of lectures on experimental studies in vegetable 
ee, and vegetable electricity, announced to be given 
during the first term by Professor A. D. Waller, I'.R.S., and 
Mr. J. C. Waller, has been postponed. 

Mr. H. J. Waring, C.B.E., has been elected Dean of the 
Faculty of Medicine for the period 1920-22. 


UNIVERSITY OF MANCHESTER. 
ProressoR ARCHIBALD DONALD has been appointed Professor 
of Clinical Obstetrics and Gynaecology, Dr. W. E. Fothergill 
Professor of Systematic Obstetrics and Gynaecology, and Dr. 
E. N. Ramsbottom Assistant Lecturer in Practical Bacteriology 
and Microscopy. 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS 
OF GLASGOW. 
(HE annual meeting of the Royal Faculty of Physicians and 
Surgeons of Glasgow took place on Monday, November lst. 


Among the office-bearers appointed were the f ings 
President, Dr. A. Freeland Fergus; Visitor, Dr. W. Go ying: 
Treasurer, Mr. George McIntyre; Honorary Librarian, Dr. 
E. 1. Oliphant: Councillors: the President, the Visitor. 
the Treasurer, the Honorary Librarian, Dr. James A. Adamg 
(Representative to the General Medical Counci!), Mr. J... 

uchanan, Dr. Ebenezer Duncan, Dr. W. R. Jack, Mr. “ 
Rutherfurd, and Dr. A. K. Chalmers. 


— 


Che Serbices. 


HONOURS. 


THE following decorations have been conferred upon the officerg 
mentioned in recognition of valuable services rendered in con. 
nexion with the war: 


C.B.E. (Military): Lieut.-Colonel Horace Sam 
DS.0.. R-A (South Russia). 
.B.L. (Military): Temporary Captain (acting Major) Hugh George 
Hobson, M.C., R.A.M.C. (Black Sea), jor Willi 
a), acting Major William Anderson, 
-B.E. (Militay): Senior Assistant Surgeon and Major Ri 
Corridon,1.M.D.(France), Senior Assistant Surgeon and 
W. E. Kerr, I.M.D. (Mesopotamia), Senior Assistant Surgeon and Major 
William 1. Durham, I M.D. (India), Senicr Assistant Surgeon and 
Major Christopher A. Farmer, I.M.D. (India), Senior Assistant Surgeon 
and Lieutenant Charles R. Coxe, I.M.D. (India). 


MENTIONS, 


The following further names have been brought to the noti 
Secretary of State for War by Licut.-General Sir J. L. van Dorccan 
K.C.B., Commanding in-Chief British Forces in East Africa, for 
distinguished services during the operations from May 30th to 
December, 1917: Lieut.-Colonels A. C. Adderley, D.S.O., R.A.M.C., and 
T. smyth, D.S.O., S.A.M.C.; temporary Major (acting Lieut.-Colonel) 
T. M. R. Leonard, D.S.O., Special List and Medical Service, W.A.F.F.; 
and Captain (acting Major) A. McW. Green, D.S.0O., S.A.M.C, 


FOREIGN DECORATIONS. 


The following decorations have been awarded for distingui 
services rendered during the course of the cam — 


By the Presitent of the French Republic.—Légi 

Commandeur) : Lieut.-General Sir T. H. J.C. Gosdwit, Kos CMG. 
D.S.O., Director General A.M.S. Oficier: Honorary Major-General 
Sir J. Murray Irwin, K.C.M.G., C.B.; Colonel R. J. Blackham 
C.B, C.M.G., C.LE, D.S.0.; Lieut.-Colonel J. P. Decarie, C.A.M.C, 
Croix de Guerre: Lieut.-General Sir C. H. Burtchaeil, K.CB., 
C.M.G.; Major-General J. J. Gerrard, C.B., C.M.G.; Major-General 
Sir H. N. Thompson, K.C.M.G., C.B., D.S.0. (second award); 
Captain (acting Major) P. J. Ryan, M.C., R.A.M.C. (third award): 
Captains Robert Burgess, D.S.O., M.C., R.A.M.C., T.F. (third award), 
O. G. Donovan, C.A.M.C. (second award) and J. A. A. Pare, M.C.. 
C.A.M.C. (second award); temporary Captains (acting Majors) F. B. 
Winfield, R.A.M.C. (second award), and 'f. A. Lawder, R.A.M.C. (third 
award); temporary Captain F. P. Montgomery, M.C., R.A.M C. (second 
pap Glaives ‘*en Vermeil’’: Major J. A 

ssier, C.A.M.C.; temporar aptains A, i i 
ANH. Sisto. porary Captains A. Sandison, R.A.M.C., and 

y the King of Italy.—Order of the Crown of Ital ier): 
tenant Raymond Theodore I’. Barnett, Modal 
della Saluta Publica: Colonel John Vincent Forrest, C.B., C.M.G 
A.M.S.; Colonel John Charles B Statham, C.M.G,, C.B.E., A MS ‘? 
Licut.-Colonel James Currie Robertson, C.M.G., C.LE.,C.B.E..LMS.: 
olonel John Grenville Bell, D.8.0., R.A.M.C.; tain 

y the Maharajudhiraja of Nepal.—Order of the Star v 
Class): Lieut.-Colonel (acting Colonel) Thomas 
C.LE., ; Lieut.-Cotonel John W. Grant, I.M.S. 


TERRITORIAL DECORATION. 

e announcement published in our issue of Octob 

(p. 684) that the Croix de Guerre had been conferred pie 

Repuklic upon Colonel Arthur M. 
onnell, A.M.8.(ret.), was incorrect. Col 

awarded the Territorial Decoration. 


DEATHS IN THE SERVICES. 


DEPUTY INSPECTOR-GENERAL JAMES LONG SWEET 

Navy (retired), died at Hove on October 14th, aged pets 
educated at Queen’s College, Cork, and at the school of the Irish 
College of Surgeons, and graduated M.D. and M.Ch. Queen’s 
University, Ireland, in 1869. Entering the navy soon after, he 
rose to the rank of fleet surgeon in 1891, and retired with an 
honorary step as D.I.G., on July 18th, 1899. He received a 
Greenwich Hospital pension on February 15th, 1915. 

Major Arthur Shepherd, R.A.M.C., died on July 19th. He 
was educated at Aberdeen, where he graduated M.B. and 
B.Ch. in 1907, and entered the army as lieutenant on February 
4th, 1908, becoming captain in 1911 and major in 1920, ‘ 

Temporary Captain K. H. Contractor, M.B., I.M.S., was acci- 

.M.S. on September 22nd, 1916, "pr 


Wo. HEINEMANN (MEDICAL Books), LTD., announce for 
early publication a work on Gout, Its Etiology, Pathology, . 
Course, and Treatment, by Dr. L. J. Llewellyn, with 
a section on ocular disease by Mr. W. M. Beaumont, 3 
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Medical Netvs. 


following members of the medical profession are 

Bad the mayors elected on November 9th; Dr. E. A. 
oe J.P. (Andover), Alderman W. E. St.L. Finny 
Alderman A. J. Rice-Oxley, C.B.E. (Ken- 


(ingen) eleated, Dr. J. B. Smith (Hertford), and Dr. 
J, B. Thomas (Bangor). 


gn Minister of Health has appointed Drs. F. J. 
putley (Bristol), F. B. Thornton (Reigate), R. T. 
Worthington (Lowestoft), and E. Parry Evans (Llantwit 
Vardre, Wales) as Regional Medical Officers of the 
Ministry, to fill vacancies. 

THE annual dinner of the Cambridge Graduates’ Club of 
gt. Bartholomew’s Hospital will take place on Tuesday, 
November 16th, at 7.15 for 7.30 p.m., at Frascati’s Restaur- 
ant, with Dr. P. Horton-Smith Hartley, C.V.O., in the 


chair. 

AT the annual general meeting of Fellows and Members 
‘of the Royal College of Surgeons of England, to be held 
on November 18th, resolutions will be moved on behalf of 
the Society of Members (1) affirming the desirability of 
admitting members to direct representation on the council 
in order that the constitution of the council shall be in 
keeping with modern ideas of true representation, and 
(2) re uesting the President and Council to nominate at 
least two members in general practice to represent the 
interests of general practitioners in the management of 
college affairs. The honorary secretary of the Society of 
Members of the Royal College of Surgeons of England is 
Dr. Sidney C. Lawrence, 61, Wellington Road, Bush Hill 
Park, Enfield. 

PROFESSOR SANARELLI, director of the Institute of 
Hygiene of the University of Rome, and editor of Annali 
d’Igiene,.and Dr. Nicola Badaloni, a well-known writer on 
social medicine, have recently been made Roman senators. 

ALECTURE under the auspices of the Eugenics Educa- 
tion Society will be given by the Dean of St. Paul’s on 
Tuesday, November 16th, at 5.30 p.m., at the Wigmore 
Hall, Wigmore Street, on ‘‘ Eugenics and Religion.” 

At the second anniversary meeting of the Vocal Therapy 
Society, held on November llth, Sir Frederick Mott gave 
an address on ‘* The influence of music on body and mind.”’ 
The society exists for the benefit of ex-service men, and 
aims at the restoration of health through speech, song, and 
correct breathing. 

ON his departure from Batley, Yorks, Dr. J. A. E. 
Stuart, who has practised for nearly forty years in the 
district, has received a presentation from his friends as 
a mark of their esteem and appreciation of his services. 

THE sanitation number of the Tropical Diseases Bulletin 
dated October 15th, 1920, contains abstracts and critical 
notes of recent British and foreign literature dealing with 
prevention of disease, conservancy, water, milk, vaccina- 
tion,-rat destruction, and disinfection. With the close of 
the current volume (the sixteenth) in December, the 
“sanitation numbers ’’ will be published as ‘ sanitation 
supplements,’’ and will be obtainable from the bureau at 
23, Endsleigh Gardens, N.W.1, at a subscription price of 
7s. 6d. per annum, post free; they will form an independent 
volume of 150 to 200 pages, with index. 

SURGEON COMMANDER DIGBY BELL, R.N., will lecture 
on recreation in the navy during the war, and its applica- 
tion to civil life, on Friday, November 19th, at the Town 
Hall, Deptford. The Mayor will take the chair. The 
lecture is an outcome of Commander Bell’s address to the 
Royal Society of Medicine on a scheme for national 
pres education. Tickets (1s.): may be obtained from 

r. Rosa Ford, 21, Jerningham Road, New Cross, S.E.14. 

THE next award of the Alvarenga Prize of the College of 
Physicians of Philadelphia, value 250 dols., will be made 
on July 14th, 1921, if an essay on any subject in medicine 
deemed worthy of the prize is received by the secretary of 
the college on or before May Ist, 1921. The essay must be 
Sent without signature, but accompanied by a motto. 

AT a banquet of the Plumbers’ Company, given to meet 
the Lord Mayor and Sheriffs, on November lst, the Master 
of the Company, Dr. F. J. Waldo, His Majesty’s City 
Coroner, alluded to the antiquity of the Plumbers’ 
Company, whose Royal Charter dates from 1612, and 
whose ordinances, dated 1365, provide that it shall be 
certified ‘‘ by the best and most skilled men in the trade 
that he (the plumber) knows how, well and lawfully, to 
work so that the trade may not be scandalized, or the 
commonalty damaged and deceived by folks who do not 
know their trade.” In replying to the toast of the 


Plumbers’ Company and Public Health, Dr. Waldo 
described the services rendered by the company during 
war in connexion with the making of munitions, ana 
pointed out the desirability of co-operation between 
medical officers of London on the one hand and educated 
responsible sanitary plumbers on the other. Professor ~ 
H. R. Kenwood also replied to the toast. — 

AMONG the six names chosen out of 177 at the fifth 
quinquennial election to the American Hall of Fame 
is that of William Thomas Greene Morton, the discoverer 
of ether as an anaesthetic. Morton practised as a 
dentist, and ether was first used when he extracted a 
painful tooth on September 30th, 1846; it was first used 
for a surgical operation on October 16th, 1846. The opera- 
tion, which was performed by Dr. John C. Warren at the 
Massachusetts General Hospital, was for congenital 
vascular tumour of the neck in a young man. There is 
a public monument to Morton in Mount Auburn Cemetery, 
Boston, and his name is ameng the fifty-three distinguished | 
sons of Massachusetts inscribed round the base of the’ 
dome of the Chamber of Representatives. : 

THE twenty-ninth French Congress of Surgery will be 
held at Strasbourg on the second Monday in October, 1921. 
Professor Jules Boeckel of Strasbourg has been elected 
president, Dr. Hartmann vice-president, and Drs. Mauclaire 
and Bérard members of committee. The questions to be 
discussed are (1) treatment of epilepsy following wounds 
of the skull, introduced by Drs. Billet and Lenormant; 
(2) serum and vaccine treatment of osteo-articular affections, 
introduced by Grégoire and Debrey ; (3) remote results of « 
treatment of cancer of the breast, introduced by Drs. 
Forgues and Walther. 

THE American Physiological Society has arranged to ° 
publish a quarterly journal with the title Physiological 
Reviews. It will contain articles, usually five in each issue, 
dealing with the recent literature of some subject in 
physiology, using the term in a broad sense to include 
biochemistry, biophysics, experimental pharmacology, and 
experimental pathology. The managing director is Dr. 
D. R. Hooker, Johns Hopkins Medical School, and the 
annual subscription outside North America is 6.50 dols. 
The first number will appear in January. 

DURING 1919 there were 833 cases of plague in 
among the native population, with 445 deaths, and 44 cases 
among the foreign population, with 28 deaths. 


Letters, Notes, and Ansiuers. 


As, owing to printing difficulties, the JOURNAL must be sent to press 
earlier than hitherto, it is essential that communications intended 
for the current issue should be received by the first post on 
Tuesday, and lengthy documents on Monday. 


ORIGINAL ARTICLES and LETTERS forwarded for publication are 
understood to be offered to the BRITISH MEDICAL JOURNAL alone 
unless thecontrary te stated. 

CoRRESPONDENTS Who wish notice to be taken of their communica- 
tions should authenticate them with their names—of course not 
necessarily for publication. 


AvuTHORS desiring reprints of their articles published in the Bartisa# 
MEDICAL JOURNAL are requested to communicate with the Office, 
429, Strand, W.C.2, on receipt of proof. 

Ix order to avoid delay, it is particularly requested that ALT letters 
on the editorial business of the JoURNAL be addressed to the Editor 
at the Office of the JounnaL. 


THE postal address of the British MEpicaL AssocraTion and 
BRiTIsH MEDICAL JOURNAL is 429, Strand, London, W.C.2. The 
telegraphic addresses are: te 

1, EDITOR of the Journat, Aitiology, 
Westrand, London; telephone. 2630,Gerrard. . 

2. FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate, Vestrand, London; telephone, 
2630, Gerrard. 

3. MEDICAL SECRETARY, Medisecra, Westrand, London; 
telephone, 2630, Gerrard. The address of the Irish Office of the 
British Medical.Association is 16,South Frederick Street, Dublin 
(telegrams: Bacillus, Dublin: telephone, 4737, Dublin), and of 
the Scottish Office. 6, Rutland Square. Edinburgh (telegrams: 
Associate, Edinburgh; telephone, 4361, Centrai). 


QUERIES AND ANSWERS. 


‘“M.B.EDIN.” asks for suggestions as to the treatment of a 
patient who has a permanent cystotomy. There is a sinus 
about three inches long, with a painful point about one inch 
from the surface, which causes frequent very painful 
spasmodic contractions of the bladder and prevents the 
patient from going about. 


“¢ PINELAND.”’—Gould’s Practitioner’s Medical Dictionary, pub- 
lished by H. K. Lewis, ard Dorland’s Illustrated "Ne ical 
Dictionary, published by the W. B. Saunders Company, ar: 
comprehensive reference books. Hoblyn’s Dictionary of 
Medical Terms, published by G. Bell and Sons, also gives the 
derivations of medical and scientific words. Black’s Medical 
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Dictionary, edited by J.D. Comrie, and the small Medical 
Dictionary for Nurses, by Amy Hope (G. P. Putnam’s Sons), 
may be mentioned as well. 


IncoME Tax. 
# JACOBUS” inquires as to the allowances due to him in respect 
of life assurancé and children, and the £225 relief. 

*,.* The life assurance is apparently calculated at 3s. in the 
& on the basis that our correspondent’s total income does not 
exceed £1,000; if the further assessment in respect of the 
appointment under a Ministry raises the total income above 
£1,000 the rate should be 4s. 6d. except in regard to the policy 
effected in 1919, as to which the rate would still be 3s. It is 
this policy which accounts for the difference in the figures 
for the allowance; the premium allowed on any policy must 
not exceed 7 per cent. on the actual capital sum assessed ex- 
clusive of bonus, which is £21, instead of the £29 16s. claimed. 
The allowance is therefore rightly calculated on £63 10s. 10d. 
less (£29 16s.—£21=) £8 16s.—that is, on £54 14s. 10d., which 
at 3s. in the £ is £8 2s. 94. We cannot understand why the 
children’s allowance should be £60 only instead of £90, and 
suggest that our correspondent should ask the local inspector 
to explain the matter. 

In income tax calculations two sums of £225 are involved— 
that is, £225 exempted in the case of a married man, and 
another £225 which is chargeable at 3s., the remainder after 
both deductions being chargeable at 6s. 


“J.H.B.” writes: In making my 1920-21 income tax return 
early this year I omitted to deduct one-tenth and the £225 
allowance and £36 for a child; am I now entitled to claim to 
be refunded 3s. in the £ on the above amounts which I paid 
in error? 

*,* Our correspondent is apparently under some misappre- 
hension. The income to be returned for assessment is the 
full amount, less of course any proper professional expenses, 
and the deduction of the tenth and the other allowances 
should be made by the income tax authorities and shown on 
the formal notice of assessment issued to cach taxpayer. We 
do not quite see how “J. H. B.’? can have paid any tax for 
1920-21, as the first instalment of the tax for that year does not 
become due until January 1st, 1921. The new provisions do 
not of course apply to an assessment for the year 1919-20, 
even if that assessment is made within the present financial 
year, 


“J. W.” spent £55 in obtaining a diploma and the expenditure 
has been disregarded by the inspector of taxes, on the ground 
that the expenses are not incurred “‘ wh®lly, exclusively, and 
necessarily in the actual execution of ’’ his duties. 

*.* The words in the statute are ‘‘in the performance ” 
not “in the actual execution ’’ of the duties. The inspector’s 
phrase seems a little stricter than that of the statute, but we 
think that his contention is well grounded. The expenditure 
seems to be in preparation for the performance of the duties 
and net “in” their performance, and consequently to be 
analogous to the expense of training incidental to all pro- 
fessions. For instance, the expenditure incurred by an 
articled clerk in passing the examinations to become a 
chartered accountant are clearly not incurred in the earning 
of this salary (if any) as a clerk, however essential to the 
future earnings as an accountant. The argument applies 
with still greater force where the appointment is held and the 
examination taken to improve the person’s ability. 


MvUco-MEMBRANOUS COLITIS. 

*C, M.A.” writes, in reply to ‘‘ E. T.’’ (p. 725) : I have found in 
a recent similar case great benefit from large doses of wood 
charcoal (willow), one to two tablespoonfuls made into a paste 
with water and taken in divided doses. Increase the dose 
gradually; along with this give 30 grain doses of aromatic 
chalk powder. Wash the bowel out with saline enemata 
twice weekly. Persevere for weeks. 


FEES FOR CORONERS’ INQUESTS. 
In this column last week we replied to a correspondent’s 
question on the subject of fees for coroners’ inquests in the 
case of resident medical officers in voluntary hospitals. Lest 
there should be any misunderstanding it may be well to quote 
in full from the Coroners Act, 1887. Section 22 (2) is as 
follows: 

‘* Where an inquest is held on the body of a person who 
has died in a county or other lunatic asylum, or in a public 
— a or other medical institution, or in a 
building or place belonging thereto, or used for the recep- 
tion of the patients thereof, whether the same be supported 
by endowments or by voluntary subscriptions, the medical 
officer, whose duty it may have been toattend the deceased 
person as a medical officer of such institution as aforesaid, 
shall not be entitled to such fee or remuneration.” 


LETTERS, NOTES, ETC. 


OBSTETRICAL RARITIES. 
Dr. C. R. A. SuTron (Sidcup) writes: As a matter of record 
may I say I had an experience quite similar to Dr. Gilbert. 
son? I was called in 1907 toa 2-para. The full-term fetus 
a female, had been born some time before with unruptured 
membranes. The woman in attendance was too frightened to 
do anything, and the child was of course dead. 


Dr. FRANK W. CrossMAN (Hambrook, near Bristol) writeg: 
A propos of ‘ Obstetrical Rarities,” mentioned in your issue 
of October 30th, the following paragraph, taken verbatim ~ 
from a copy of Bonner and Middleton’s Bristol Journal issued 
Saturday, June 15th, 1776, which I have in my possession 
would probably interest your obstetrical readers: : 


A letter from Beaumaris, dated May 17th, says: * Las§ 
Monday was brought to bed, at the Four Crosses, Denbigh. ° 
shire, Ellin Ellis, who is 72 years of age, and has been 
married forty-six years. She has had twelve children by 
the same father; the eldest is 45, and the youngest before 
the last 25 years of age. The last was stillborn, owing, asit¢ 
is imagined, to the mother’s being frightened by a brute of 
a fellow telling her a fortnight ago, ‘If she was with child 
it must be by the devil.’ This is so remarkable an event 
that you may be sure her pregnancy was much called in 

uestion. Both she and her husband look very infirm. All 
this is fact, not a hearsay story.” . 


‘ 


MATERNAL GREAT-GRANDPARENTS ALIVE. 

Dr. J. ROBERTSON HALL (Fence Houses, co. Durham) writes: 
I have just attended a somewhat rare maternity case. The - 
atient (a young woman of 21) has all her four grandparents 
iving—consequently the newborn infant commences life with 
four great-grandparents on the mother’s side. Moreover, at 
least one of the great-grandfathers, now aged 69, still works 
regularly as a miner. This seems to me a sufficiently unusual - 
event to justify recording it ; possibly some other doctors will 
- able to tell of cases of more than four great-grandparents. . 
iving. 


A SCHEME TO IMPROVE DAIRYING. 

In the agricultural district of which Hemyock (Devon) is the 
centre a “calf club” has been instituted according to a 
scheme which had its origin in Canada and the United States 
in 1916. In America a Banker Farmers’ Association, acting 
on reports of branch bank managers and of visiting experts, — 
organizes in certain districts ‘‘calf clubs,” in which are ; 
enrolled boys and girls of 12-18. Calves from milk-recorded 
cows are Laoag A assigned by lot, after judgement of their 
relative value ‘‘ by points,’ to members of the club, in con- 
sideration of their parents depositing with the bank a pro- 
missory note bearing no interest for one year. At the end of 
that period the animals are again judged, and prizes are 
awarded for the greatest improvements; subsequently the 
calves are put up for auction, each member being given 
(1) the opportunity of redeeming his own animal on redemp- - 
tion of the promissory note, or (2) the difference between the 
price of sale and the amount of the note. In the meantime, 
at meetings of the club instruction is given and discussions 
take place regarding the care of the animals, the production 
of milk, and other phases of scientific dairying. In the 
British Isles clubs are being promoted by United Dairies, . 
Ltd.; it is hoped that sound knowledge of dairying will be 
propagated and that benefit will accrue to agriculture, “ 


VACANCIES, 

NOTIFICATIONS of offices vacant in universities, medical 
colleges, and of vacant resident and other appointments 
at hospitals, will be found at pages 45, 48, 49, 50, and 51 
of our advertisement columns, and advertisements as to 
— assistantships, and locum tenencies at pages 46, 

an 


THE following appointments of certifying factory surgeons are 
vacant: Bellingham (Northumberland), Hull (York, East 
Riding), Kirkwall (Orkney), Leyburn (York, North Riding). 


SCALE OF CHARGES FOR ADVERTISEMENTS IN THE 
BRITISH MEDICAL JOURNAL, 


£8. d. 
Six lines and under oe 07 6 
Each additional line.., ae eee 
Whole single column eee 600 
Whole page ... 1600 


An average line contains six words. 


All remittances by Post Office Orders must be made ble to 
the British Medical Association at the General Post Ottice, London. 
= will be accepted ior any such remittance not so 


Advertisements should be delivered, addressed to the Manager. 


429, Strand, London, not later than the first post on Tuesday morning 
preceding publication, and, if not paid for at the time, should be 


accompanied by a reference. 


Norr.—It is egainst the rules of the Post Office to eo post : 
restante letters addressed either in initials 
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